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Reports on studies of in vitro activity of CHLOROMYCETIN over the past few years indicate that this 
antibiotic has maintained its effectiveness against most strains of staphylococci.'* “... Staphylococci 
do not acquire resistance to chloramphenicol [CHLOROMYCETIN] as they do to other antibiotics, in 
spite of heavy use of chloramphenicol [CHLOROMYCETIN ].”' 


These in vitro studies are borne out by excellent clinical results with CHLOROMYCETIN in treatment 
of patients for severe staphylococcal infections, including staphylococcal pneumonia,’ postoperative 
wound infections,° postoperative parotitis,’ and puerperal breast abscesses.* 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals" of 250 mg., 
in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain other 


drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Royer, A., in Welch, H., & Marti-Ibafez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 783. (2) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 101:397, 1958. (3) Koch, R., & Donnell, G.: California Med. 87:313, 
1957. (4) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844, 1957. (5) Cooper, M. L., & Keller, H. M.: 
J. Dis. Child. 95:245, 1958. (6) Caswell, H. T., et al.: Surg., Gynec, & Obst. 106:1, 1958, (7) Brown, J. V.; Sedwitz, J. L., & Hanner, J. M.: 
U.S. Armed Forces M. J.: 9:161, 1958. (8) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957 
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IN VITRO SENSITIVITY OF STAPHYLOCOCC! FROM THREE FOC! OF INFECTION 
TO CHLOROMYCETIN FROM 1953 TO 1957* 


JANUARY-JUNE, 1957 
Skin 75 strains) 98.7% 


Upper : : 

OCTOBER, 1955-MARCH, 1956 
respiratory 

JUNE-DECEMBER. 1953 
respiratory 


Ear (70 strains) : 90.0% 


20 40 60 


o 
Ss 


*Adapted from Royer. 36258 
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any hematinic other than the intramuscular dose of iron. His 
initial Concentration of hemoglobin measured 5.8 gm. per 


100 cc. of blood and in spite of operation [hemorrhoidectomy] 
further toss of biood the concentration increased to 
§2.2 gm. Within jess than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
@nd subsidence of the initial primary symptoms [unusual 
tation on exertion]. 


an. excelient E 10 0 a 
of es per cent on the seventh day, and a complete disap- 
pearence of the anemia and conversion from hypechromic 
to Mormochromic cells by the end of two months. She expe- 
fenced remarkable improvement in cep and sense of well- 
Deing coincident With the alleviation of her anemia,” 
Hagedorn, A. B.; Proc. Staff Meet. Mayo Clin. 32.705 (Dee. 11} 1957. 


(2) Best; W. Louis, J., and Lima ‘in. North America 
1958, p. 3. 


Bupplied: and S-cc. ampu's, boxes of 4. Physician's direétions in 
Mery Dox. There are 50 mg. of e!emental iron per cc. Request brochure 
NDA 17, Imferon. 

is distributed by Lakeside Laboratories, inc. ander Reense 
from Benger Laboratories, Limit. 
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| TYPICAL IMFERON RESPONSES 
INTRAMUSCULAR IRON-DEXTRAN COMPLEX 
CHRONIC BLOOD LOSS: 
™ this patient did not receive any transfusion of blood or 
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PROTEIN DEPLETION REVERSED 


the clinical results are positive when 


EVAR sive positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 


When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


¢ Appetite improves © The patient feels better 
¢ Weight increases e The patient recovers faster 


Similarly Nilevar helps correct the “protein catabolic state” associated 


with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 


Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 


Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and 
ampuls (1 cc.) of 25 mg. The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the daily dosage is 0.5 mg. 
per kilogram of body weight, in single courses no longer than three months. 


Research in the Service of Medicine. 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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game The highest levels 
of Filmtab Com- 
pocillin-VK. 

@@ The median levels 
of Filmtab Com- 
pocillin- VK 

Note the high upper levels 

and averages at 4 hour, 

and at 1 hour. 

Doses of 400,000 units 

were administered before 

mealtime to 40 subjects 
involved in this study. 
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IN FILMTABS, 
Compocitiin-VK comes in 
125 mg. (200,000 units), 
bottles of 50 and 100, and 
in 250 mg. (400,000 units), 
bottles of 25 and 100. 


FOR ORAL SOLUTION, 
CompociLtn-VK comes in 
dry granules for easy recon- 
stitution with water. Cherry 
flavored, the granules are in 
40-cc. and 80-cc. bottles. Eac 
5-cc. teaspoonful represents 
125 mg. (200,000 units) of 
potassium penicillin V. 
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IN OFFICE SURGERY ) 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY INFILTRATION | NERVE BLOCK 


Xylocaine HCI solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 cc. and 50 ce. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE?’ Hc! SOLUTION 


(brand of lidocaine’) 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 
\ 


us. PAT. NO. 2.441.490 MADE IN USA. 
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CLINICAL all 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 
Types of infecting organisms: The majority of 
identified etiologic microorganisms were 
aureus and Staph. 2bus. Tao has its grea 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant’” epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chloram: icol.1 


Tao 

ae chloramphenicol 

a 
| erythromycin 
gs penicillin 


effective 


control of 


REACTIONS: 
(a) adults (b) children 
Total-9.2% Total -0.6% 
(20 out of 217) (1 out of 167) 
Skin rash — 1.4% Skin rash —none 
] we (3 out of 217) Gastrointestinal — 
+ Gastrointestinal — 0.6% (1 out of 167) 


7.8% (17 out of 217) 


There was compiete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
fequired discontinuance of therapy. 


+4 


positive 

| 
Z OH S Dosage and Administration: Dosage varies according to the 


é| severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
“| 8 months to 8 years of age, a daily dose of approximately 30 


+ mg./Kg. body weight in divided doses has been found effective, 
K 17, N. Y | Since Tao is therapeutically stable in gastric acid, it may be 


tained blood levels + high urinary concentrations 


administered at any time, without regard to meals. 
| Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
>) Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 
ce ies a References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
Ste (Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
— Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
@teacenmal. 1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
tH Medical Encyclopedia, inc., 1958, p. 476. 
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* outstanding palatability in a liquid preparation. 
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‘9, April 1956. 179. Friedman, A. P.: The treatment of chronic headache with mepro- 


Use of tranquilisers in the treatment of headache. Am. Pract. & Digest Treat. 89h, 
oM.A. 16331111, March 30, 1957. 162. Friedman, H. T. and Marmelzat, W. L.: Adverse 


wrobamate [Miltown]- a clinical study. Am. J. Psychiat. In press, 1957. 18k. Gibbs 
Relaxant effects of meprobamate in eee resulting from musculoskeletal and 
Jnly 1956. 186. Gill ette, H. E.: The effect of meprobamate on cerebral palsy. 


ers and purpura hemorrhagica (Correspondence). J.A.M.A. 161:96, May 5, 1956 188. 


An evaluation of me; robamate in the treatment of alcoholisn. mn. New York Acad 
= 
fornine® 4ndiwvian 
Habit-forming vik 


individuals (Queries and Minor Notes). d.A.M.A. 1632515, Feb. 9, 
@. Ohio M. J. 5221306, Bec. 1956. 192. Hol! E 
ad. Se. May ye 193. Hollister, L 


19k. 


robam 


“J 


O 


t h psychotic patients. Am. J. Poychiat. 11h:257, Sept. 1: 26. 
doés not impair mevital or physical 


1th =-performance ‘Mrelieves both’mental and muscular 
oN. ‘or ‘tension. not. affect autonomic’ function 


: 
v 
C.% 
meprobamate (Wallace) 

Wi WALLACE LABORATORIES 5 New Brunswick, New Jersey 

, West. § 

a, Dec. ‘ fer, J. W.s Miltowm 
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Roundworm 


Whipworm 


Strongyloides 


ALITY RESEARCH INTEGRITY 


Clinical studies! show: 


e ‘Delvex’ is effective orally, usually 
within five days, against four of the 
five most common worm infections: 
Pinworm Whipworm 
Roundworm Strongyloidiasis 

e fi alco inhibits, and sometimes 
eliicinates, hookworm infection. 


e It is fully effective in both single 
and multiple infections and in both 
heavy and light infections. 


NovVEMBER, 1958 


INDIANAPOLIS 6, INDIANA, 


e It eliminates pimvorm infection in 
100 percent of patienis. 


e It is the first effective and practi- 
cable agent for the oral treatment of 
strongyloidiasis and whipworm in- 
fection. 


e No adjunctive meas 'r 
ed with ‘Delvex’ therapy. 
7 


3 are neec- 


Further information and clinical re- 
ports may be obtained from your 
Lilly representative or by writing to 
our Medical Department. 


Pinworm 
: 
[| te 
¢€ 
ectrum anthelmintic 
i 
| 
t A.M. A., 165:2063, 1957 
860775 
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Specializing in yout patients 


HOSPITAL, MEDICAL and SURGICAL 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctor's aid” 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 
medical profession. 


cia AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Md. 
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Relieve moderate or severe pain Sumbols 


Reduce fever OF 
Alleviate the general malaise of PROVEN 
upper respiratory infections ) PAIN 


RELIEF 


gr. 


gr. % 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


} : 
F 


able 


Codeine Phosphate . 
Acetophenetidin .... gr 3% 
Aspirin ( Acetylealicylic Acid) ar. 3% 


Codeine Phosphate 
Phenobarbital 
Acetophenetidin ......... > 
Aspirin (Acetylsalicylic Acid) ...... . gr. 3% 


...}rom pain of muscle and joint origin, simple headache, neuralgia, | 
and the symptoms of the common cold. ; 


‘TABLOID’ 


EMPIRIN COMPOU 


Acetophenetidin 672% 


Aspirin ( Acetylsalicylic Acid) ....... gr.3% 


...from mild pain complicated by tension and restlessness. 


® 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


*Subject to Federal Narcotic Regulations 


FOFMULE Or reuwef... 
mode nin complicatec by on d le 
moderate to severe pain compucatea 2nsion, anxtety and restlessness. 
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ae 
= 
® | 
4 
| 


Comments by investigators on 


Robins, U.S. Pat. No. 2770640) Robins. 


—the remarkably efficient skeletal muscle relaxant, fay THE JOURNAL | 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 


REFERENCES: 1. Carpenter, E. B.: Southern Medical 1958. 
2. Forsyth, F.: J.A.M.A. 1671163, 1958. 3. 4. M., and Truitt, J. Pharm. 
iP. ST. 4. Morgan, Truitt, B., 4. Mt 4, 


Am, Pharm. Asen., Sci. Bd. 46:974, 1957. D. &., and Cc. D.t 
367:160, 1956. 6. Park, H. J.A.M.A. 167:168, 1958. 7. Truitt, + and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. 1957. Truitt. E. B., B., 


Wengen, and Little, 4. & oper. Therap. 1191186, 3987. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


ie THE JOURN. AL | 
Summary of four new published clinical studies: 


Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'.*.°-© 


NO. 
CONDITION PATIENTS RESPONSE 
stupy 1° “marked” oderate | slight | none 
Skeletal muscle 
spasm secondary to 
acute trauma 33 26 6 1 — : 
2° “pronounced” THEJOURN. AL 
Herniated disc 39 25 13 — 1 : 
ligamentous strains 8 4 4 
Torticollis 3 3 — 
Whiplash injury 3 2 1 — — 
Contusions, 
fractures, and 
muscle soreness 
due to accidents 5 3 2 
3° “excellent” } 
Herniated dise 8 6 2 a 
Acute fibromyositis 8 8 — — — 
Southem 
“significant” | Medual foumal 
Pyramidal tract | i 
and acute myalgic 
disorders 30 27 mm ty 1 study has 
Torals 138 104 23 | «| 2 -* methocarbamol (Robaxin) is 
(75.3%) (20.3%) 


| 
period of time without undesir- = 
able side effects or toxic reace 
tio ins tha other. 
: 
: 


Bed of Digitalis purpurea 
with Campanula {Canterbury Bells) in foreground 


Not far from here are manufactured 

re from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 

entire therapeutic value of the drug. 

It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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Hospital practice of infant feeding 


Self-regulated schedules 


The newborn may become a feeding problem if 
the formula is excessive or if he is awakened to 
be fed forcefully. 


The young infant may balk at new food or pro- 
cedure. The older infant, devoted to his bottle, 
may resent weaning—it takes a certain readiness 
for weaning to make the change agreeable. Later, 
the infant may become somewhat independent 
and arbitrary—what he enjoyed yesterday he 
rejects today. 


WHOLE MILK FORMULAS 
Whole Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 
Months Fluid Oz. 02. Tbsp. 0z. 24 Hours Calories 
Birth 3 6 


4 
4% 


AD 


EVAPORATED MILK FORMULAS 
Evaporated E Number of 

Age Milk Water a Feeding Feedingsin Total 

Months Fluid Oz. 02. Tbsp. 0z. 24 Hours Calories 


Birth 


6 


Y2 


Wr 


Ya 


COP NWESEWWWN 


3 
4 
4 
6 
6 
7 
7 
7 
8 
8 
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When a feeding problem is in the making, sensi- 
ble decorum will solve it. Nature invites infant 
feeding cooperation through hunger. If hunger is 
appeased on demand rather than by clock there 
will be fewer problems—the baby is the best 
judge of when he wants food and how much. 

Feeding must be adapted to the infant individu- 
ally to make it a pleasurable experience. This is 
the current objective in successful infant feeding 
formulated for normal infants in the charts below: 


ADVANTAGES OF KARO” SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration : Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 

Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 


complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 
much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In- 
fant Feeding Guide, Box 280, New 
York 46, N. Y. 


CORN PRODUCTS REFINING COMPANY 


a 
3 
\ 
i 532 
480 
520 
610 
700 
760 
740 7 
750 
760 
640 
syrup 
8 16 532 
576 
650 
12 18 768 
812 ene 
14 21 796 ro 
15 20 780 
16 16 704 
23 


Investigator 


after investigator reportsBhe 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving othes 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


In “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 
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sithe effectiveness of | : 


(CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL"', ‘oiurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., 'INVERSINE") this should be continued, but the total 


daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' ¢chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL' 


| | 


whenever 
he 
Starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


Each ougget confess 


Vitamin B-1 
Vitamin B-2...... 
Vitarn 6-6... | 
Vitamin 8-12 Activity. 
= 
There’s nothing easier to give 
or take- 
than Delectavites. 
A real treat... 
the children’s favorite... 


tops with adults, too. 
DoseOne Nugget per day 
Bones of 30-one 


WHITE LABORATORIES, INC, 
KENILWORTH, N. J. 
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\ J Vita Mi 8,000 Units? 
J 4 Vitamin O 1,000 Units* 
> Vitamin 75 me. 
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meg. 
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me. 
month's supply 
Boxes of 90-three 
months’ supply of 
family package. 


N intranasal synergism 


ADEMAR 
Convenient plastic, 


~ unbreakable squeeze bottle. 
Leakproof, delivers 
a fine mist. 


DECONGESTIVE 
Neo-Synephrine® HCl 0.5% 


ANTI-INFLAMMATORY 
Hydrocortisone 0.02% 


ANTI-ALLERGIC 
Thenfadil® HCl 0.05% 


ANTIBACTERIAL 
Neomycin (sulfate) 
1 mg./ce. 
(equivalent to 


0.6 mg. neomycin 
/ce.) 


POTENTIATED ACTION for 


(as sulfate) = 
3000 u/ee. better clinical results 


uv 

(| tasonarones COLDS 
SINUSITIS 

ALLERGIC RHINITIS 


trademarks reg. U.S. Pat. Off. 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 
soothes the agitated mind 
and calms the G-I spasm 


through the central effect 


of phenobarbital and the 
synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 
gastrointestinal tract. 


BAR 


SEDATIVE ANTISPASMODIC 
20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES ED: COMPANY, Richmond, Virginia 
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videl monn, is F., 


sustained release 


capsules 
Meprospan: 


meprobamate (Miltown®) capsules 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration.of meprobamate in 
1.Meprobamate is more widely prescribed than any sustained action form [Meprospan ] produced 


a more uniform and sustained action... 
comparison of these capsules offer effectiveness at 


tranquilizing and relaxing agents in children. 


4 for publication, 1958. reduced dosage.” 


¢ Two capsules on arising last all day 
q.12h i Two capsules at bedtime last all night 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request * WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 
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The 
Achievements 


...in Skin Diseases: In a study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved*,..absence of serious side effects specifically 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of antstocorT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 


which developed during prednisone therapy in 2 cases disappeared during 
ARIsTocorT therapy).° 


» Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957. 

. Shelley, W. B., and Pillsbury, D. M.: 
Personal Communication. 

. Sherwood, A., and Cooke, R. A.: Personal Communication. 

. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
— at International Congress on Rheumatic Diseases, 

oronto, June 25, 1957. 

. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 

9. Ibid.: Personal Communication. 

10. Barach, A. L.: Personal Communication. 

11. Segal, M. S.: Personal Communication. 

12. Cooke, R. A.: Personal Communication. 

13. Dubois, E. L.: Personal Communication. 
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Triamcinolone LEDERLE 


...in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.®. . . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 


to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


...in Other Conditions: Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of aristocort as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.*:*... Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
tory to prednisone.'*1!-1?, ., Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus."* 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of artstocort is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to aARISTOCORT 

from prednisone indicate a dosage of arntstocort lower by about % 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With aristocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARIsTOCORT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


t Lederie J LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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The Upjohn Company, kalamazoa, Slchigan | | 
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broad-spectrum 
antibiotic 
of first resort 


Avaitenhie forme: 
| Capoules. Each capsule conte 


Panmycin phosphate phosphate 
complex) equivatent te hydre- 
Chloride 


- 250 mg. 
Aibamycin (as novobiecin sodium). 125 me, 


Panaibe Flavered Granules, When 
sufficient water is added to iit the bettie, 

Peach teaspoantul (8 ee.) contains: 

pPanmycin (tetracycline) equivalent te tetre- 
cyctine hydrechioride .... 125 mg. 
Aibamycia (as novebiesin calcium), omg. 

| Poltassiem metaphosphate ......... 100 
Dasage: 

Panaiba Capsules 

Usual adult dosage is capsuies 

Panaits KM Granules 

For the eetment ef moderately seute infec 

tions in intants aad children, the recom 

mended desage is 1 teaspoonful per 18 te 
20 (bs. ef body weight per day, administered 

fin 2 te 4 equal ¢oses, Severe or prolonged 

imfechons require higher doses. Dosage fer 

peduits it 2 to 4 2 or 4 times daily, 


Hepending en the type and severity of the in- 
fection. 


i 
Ps myc osphate pilus Alt mycin “> 


Faster rehabilitation in 


Joint Inflammation and le sp 

are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relleves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Invoivement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5—5.0O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscies move join... 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 


Multi 
7 MERCK SHARP & DOHME pivison ot MERCK & CO, Inc, Philadeiphis 1 | 


heumatoid Arthritis 


Multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscies in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 
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Foods to give your patient good nutrition 
naturally—and tastefully, too! 


The High-Vitamin, 


—and, with your 
consent, a glass 
of beer to make 
them even better 


High-Mineral Diet 


Shredded new cabbage and carrot slaw goes 
nicely with any meal, combining vitamins A, C, 
and calcium. Dried apricots and figs stuffed with 
cottage cheese and peanuts on watercress provide 
calcium, iron, vitamins A, Be, niacin and C. 
Oysters are rich in iron, calcium and carry 
vitamins A and D, too. 

Beef liver ranks high in iron, vitamins A and 
B-complex. Oatmeal, rich in iron, gets a calcium 


United States Brewers Foundation 
Beer— America’s Beverage of Moderation 


and vitamin Bg bonus when served with molasses 
and milk. Custard contains calcium and vitamins 
A, Bi, Be. A topping of orange juice concentrate 
adds Vitamin C. 

And with a glass of beer*—at your discretion 
—your patient will find his diet interesting and 
ample without straying from your instructions. 


*An 8-oz. glass of beer contains 10 mg. calcium, 50 mg. phosphorus, 
\& minimum daily requirement of niacin, and smaller amounts of 
other B-complex vitamins. (Average of American beers) 


If you'd like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Filth Avenue, New York 17, N.Y. 
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WHY HAVE THOUSANDS 
PHYSICIANS PRESCRIBED 
MILLIONS 
TRANSERPIN TABLETS? 


BECAUSE... The broad range of applications for Transer- 


pin Tablets permits its effective use in almost every anti-hyper- 


tensive regimen. 


BECAUSE... Transerpin alone is often sufficient medication 
in the treatment of mild hypertension. especially of the labile. 
essential type. 


BECAUSE... In more severe cases — in fact in almost every 
case — Transerpin given initially. or in conjunction with more 
potent anti-hypertensive agents. permits a lowering of dosage 


schedules with consequently fewer side-reactions. 


AND BECAUSE... They have found that the modest cost of 
Transerpin tablets permits their patients’ reserpine dollars to 
stretch nearly twice as far without sacrificing one iota of the 
quality that must always be the physician's first concern in 


choosing medication for his patients. 


Transerpin Tablets are supplied in three strengths 

0.1 mg., 0.25 mg., and 1.0 mg., as green com- 
pressed tablets in bottles of 100 and 1000 
tablets. 


co, ane. 


SAMPLES AND LITERATURE GLADLY SENT UPON REQUEST 
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more completely control. the 
symptoms of the common 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 


REQUES 


gic states ill find CONTRAMAL-CP 4° 
_orde and allergic ates, you will find CONTRAM. 
an orally effective DECONGESTANT, ANALGESIC, 


Each teaspoonful (5 ce.) contains : 
Dihydrocodeinone bitartrate 1.67 me. 
CHLOR-TRIMETON® Maleste 
maleate) 2 mg. 
Sodium salieylate 0.225 Gm. 
Sodium citrate 0.12 Gm, 
Caffeine 30 mg. 
Glyceryl guaiacolate | 0.03 Gm. 


© Exempt narcotic. 


SOHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


CN-3-6118 


— "Fou anson, 
: 


capillary hemorrhage 
in duodenal ulcer 


4 with abnormal capille 
bility and fragi 


ronic nosebleed 
= purpura 
onthrombocytopenic) 
2morrhagic cystitis 
ecchymoses- 


permeability, fragility, and 

resultant bleeding by acting to maintain -h 

integrity of the intercellular ground substa 

(cement) of capillary walls. C.V.P. is the origis and 

exclusive water-soluble citrus bioflavonoid complex. F 

absorbed and utilized, C.V.P. is relatively free (due to special 

Processing) of hesperidin, naringin and other comparati 

insoluble and inactive flavonoids found it 

Each copes or (approx. 5 syrup p 

CITRUS BIOFLAVONOID COMPOUND . . . . 100mg. 

ASCORBIC ACID (vitamin C) © 


(capsules or syrup) and literature from. 


u.s. vitamin corporation 
(Arlington-Funk Laboratories, division) * 250 East 


One of a Series of Newspaper Ads 
Directed to Your Patients 


and Our Customers.... 


SERVICE 2 


DRUG STORES 


are physicians 


The medicine men of old and 

their mystical remedies have just about 
disappeared. Today, medical science knows 

the causes of most illnesses and has developed 
medicines and treatments for their cure. 
Occasionally, however, when you're ill, you may 


get voodoo-medicine advice from self-appointed 
medicine men. If you do. . . disregard it. 

Always heed your physician, not superstitious 
neighbors. And, should your physician prescribe one 
of today’s modern drugs, entrust his 

prescription to Peoples for quick accurate service 
... priced with uniform economy. 


[ \ Bring Your Next Prescription to Peoples 


=, PEOPLES Certified 
PRESCRIPTIONS 


& AT ALL PEOPLES SERVICE DRUG STORES 
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or any rheumatic “itis” 


a 
tablets 
more potent and comprehensive treatment than salicylate alone 
... assured anti-inflammatory effect of iow-dosage corticosteroid! 
. .. additive antirheumatic action of corticosteroid plus 
Salicylate? brings rapid pain relief; aids restoration of function 
more easily manageable corticosteroid dosage 
... greater assurance of safer, uninterrupted course of treatment! 
Write for complete bibliography. 
Schering Corporation, Bloomfield, New Jersey 


Deleriing 


D-SALICYLATE COMPOUND 


$G-4-678 


& 


all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 
of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


.».an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 
tolerated APAP 


... the prompt and prolonged activity of timed-release 
medication 


Each Tussacesic Tablet contains: 
(phenylpropanolamine HCl ... . 25 mg.; 


pheniramine maleate ....... 12.5 mg.; 
pyrilamine ihe. sss ee 12.5 mg.) To reduce upper respiratory congestion and irritating 
Dormethan (brand of dextro- — 
methorphan HBr) ... . . . 30mg. For non-narcotic control of the cough reflex. 
Terpin hydrate... .. . .180mg. To augment demulcent respiratory secretions. 


APAP (N-acetyl-para-aminophenol) . 325 mg. For specific, highly effective antipyresis and analgesia. 


Tussagesic Tablets provide relief from all cold 
symptoms in minutes, lasting for hours. 


first —3 to 4 hours of 
relief from the 


Dosage: One tablet in the morning, mid- outer layer 


afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 
the timed-release action. 


then —3 to 4 more hours 
of relief from 
the inner core 


Also available—for those who prefer 


palatable liquid medication- 1 USSAQESIC SUSpension 


SMITH-DORSEY + a division of The Wander Company «+ Lincoln, Nebraska + Peterborough, Canada 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


um iti COMBINES: Traditional components for re- 
mes onitis lief of the annoying symptoms of early upper 
respiratory infections... 


adenitis PLUS: Protection against bacterial compli- 
cations often associated with such conditions. 
TABLETS (sugar coated) 


sinusitis 
ACHROMYCIN® Tetracycline 
Phenacetin 
Caffeine 
Salicylamide 

otitis 

Bottles of 24 and 160 
SYRUP (lemon-lime flavored, caffeine-free) 
Each 5 cc. teaspoonful conteins: 


bronchitis ACHROMYCIN®* Tetracycline equivalent to 

Tetracycline HCl 
Phenacetin 
Salicylamide 
Ascorbie Acid (C) 
Pyrilamine Maleate 
Methylparaben 
Propylparaben ....... 


Bottle of 4 fi. oz. 


Adult dosage for ACHROCIDIN Tablets 
and new caffeine-free Syrup is two tablets: 
or teaspoonfuls of syrup three or four times 
daily. Dosage for children adjusted accord- 
ing to age and weight. 

Available on prescription only. 


t Lederte) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
*Reg. U.S. Pat. Off. 
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125 meg. 
120 mg. 
30 mg. 
150 mg. 
25 mg- 


you treat hyperte: ve patien 


RAUDIXIN 


Squibb Standardized Whole Root Rauwolfia Serpentina 


the s olid base line for 


Raudizxin helps 
you relieve 
pressures in 
your patients 


Raudixin “lowers 

blood pressure and slows 
the pulse rate much 

more efficiently than the 
barbiturates. ... It is not 
habit-forming and is 
synergistic with all other 
known hypotensive drugs.”* 


successful therapy 


Raudizxin helps 
you relieve 
pressures on 
your patients 


Raudixin “relieves 
anxiety and tension, 
particularly the 
tension headache 

of the mild 
hypertensive patient, 
better than 

any other drug.”* 
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for 
colds 


of 


every 
description 


Each Coriciprn Forte Capsule provides 
CHLOR-TRIMETON® Maleate 

maleate) .............. 4 mg. 
Methampnetamine hydrochloride ............. 1.25 mg. 


Dosage-—1 capsule q. 4-6. 
Supplied— Bottles of 100 and 1060. 


ROBBERING CORPORATION « BLOOMFIELD, NEW JERSEY 
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THERAPY 


Provides therapeutic quantities of all known hematinic factors 


Potent “Trinsicon’ offers complete 
and convenient anemia therapy 
plus maximum absorption and tol- 
erance. Just two Pulvules “Trinsi- 
con’ daily produce a standard re- 
sponse in the average uncomplicated 
case of pernicious anemia (and re- 
lated megaloblastic anemias) and 
provide at least an average dose of 


EL! LILLY AND COMPANY e 


INDIANAPOLIS 6, 


iron for hypochromic anemias, in- 
cluding nutritional deficiency types. 
The intrinsic factor in the “Trinsi- 
con’ formula enhances (does not 
inhibit) vitamin B,, absorption. 
Available in bottles of 60 and 
500 at pharmacies everywhere. 


*'Trinsicon’ (Hematinic Concentrate with Intrinsic Factor, 
Lilly) 


INDIANA, U.S.A. 
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Guest Editorial.... 


A Place for the Husband in Modern Obstetrics 


HREE DECADES AGO most babies in this country were born at home. Today 
most women have their babies in a hospital. This change has been accompanied 
by a dramatic reduction in maternal mortality and morbidity. However, this shifting 
of childbirth from home to hospital has pushed the husband into the background. In 
the home delivery the husband could and often did stay with his wife during the early 
part of labor. It was he who summoned the doctor. He made himself useful after 
the doctor’s arrival. In some cases he was even pressed into service as the doctor’s 
assistant! In any event he had the thrill of seeing the infant soon after it was born. 


To the husband was entrusted the important task of disposing of the placenta. 


Today's husband takes his wife to the hospital. Here she is whisked away from his 
ken. He then spends hours of chain-smoking or restless pacing up and down. Usually 
he is totally ignored. Sometimes through oversight or carelessness he may not even 
learn of the birth of the baby until many hours after it has occurred. Even after he 
has seen his wife he may be so overawed that he departs without asking to see the baby. 
I know of one case where a man was told that he could not see the baby until after 
it was bathed. Unable to wait he went to his job in the shipyard and did not see bis 
first-born until the evening of that day, some fourteen hours later. In this way the 
role of the patient’s husband in modern obstetrics has been reduced to one of insig- 


nificance, which might be humorously compared to that of a male fish. 


This is not good. In our concern with the physical welfare of mother and baby we 
are allowing the dignity of fatherhood to be undermined. A spirit of resentment is 
being built up. Something should be done about this. I am not going to advocate a 
return to home deliveries any more than I would call for the abolition of the auto- 
mobile because people today are admittedly not getting enough exercise. My suggestion 
is that every doctor practicing obstetrics should show consideration to the patient’s 
husband at every possible opportunity. Try to make him feel that he counts for some- 
thing besides paying the bill. If he accompanies his wife on her first visit to your 
office, take the few extra minutes required to make his acquaintance instead of ignor- 
ing his existence. 


When he brings his wife to the hospital talk to him in person or over the telephone. 


November, 1958 


— 


Reassure him (put yourself in his position). Find out where he is going to be so you 


can let him know as soon as the baby is born. Invite him to telephone you for a 


progress report when the labor is long drawn out instead of allowing him to pester 


the switchboard operator at the hospital. As soon as the mother is safely in her room, 


give the glad news to the husband in person or over the telephone. Make sure that he 


gets to see his wife as soon as possible and, above all, make sure that he sees the 


baby immediately after he has seen his wife. It is not necessary for him to wait until 


the baby has been bathed. (All that the nurse needs to do is to wipe off the baby’s 


head, hands and feet, wrap it in a blanket and show it through the plate glass window. ) 


Much will be gained by talking to the husband as the man, the friend, the father, the 


valued collaborator, which he surely is. 


CHESTER D. Braptey, M.D. 


Do You Know? 


More than one billion pounds of coffee are consumed each year in the United 
States. 


One of the consequences of subjecting the human body to very low atmospheric 


pressure would be that the blood would boil, and at 12 miles above earth the atmos- 


phere is so low that the normal body temperature would exceed the boiling point of the 


body fluids, with fatal results. 


Ant formicaries for observing the life of the ant are on the market and many people 


have ant formicaries in their homes, as other people have bird cages and fish aquariums. 


It is the turbulence of the earth’s atmosphere which makes the stars appear to 
twinkle. 


The most difficult task facing extended space vovages is the development of an 


adequate food supply for the humans making the journey 


—VYour Health—Medical Society of the State of Pennsylvania. 
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Spontaneous Compression of the Median Nerve 


in the Carpal Tunnel Producing Sensory and 


Motor Changes 


HE MEDIAN NERVE as it leaves the fore- 

arm passes beneath the carpal tunnel in order to 
reach the hand. Within the tunnel (formed by the 
transverse carpal ligament anteriorly and the carpal 
bones posteriorly) it is subject to compression by 
neighboring structures because of space limitations 
The 


resulting symptoms may be quite disabling with 


imposed by the transverse carpal ligament. 
respect to sensory and motor loss in the thenar por- 
tion of the hand. Usually the syndrome is in middle- 
aged or elderly women although it does occur also in 
men. The diagnosis depends on sensory findings such 
as pain and paresthesias in the portion of the hand 
innervated by the median nerve, and the symptoms 
may be aggravated when the wrist is held in a flexed 
or extended position. When one percusses over the 
carpal tunnel and the median nerve, tingling in cer- 
tain fingers may also develop. Occ asionally, one sees 
distinct atrophy of the thenar muscles of the hand. 
Sometimes it is associated with rheumatic and joint 
disease of the carpals of the wrist, sometimes post- 
traumatically and occasionally the syndrome occurs 
entirely idiopathically. Immobilization of the wrist 
by a splint and administration of hydrocortisone in 
the tunnel relieves some of the milder cases. Simple 
sectioning of the transverse carpal ligament usually 
relieves the condition by decompressing the median 
nerve at that level. 

Any alteration in the contour of the carpal tunnel 
or any increase in the volume of the contents of the 
carpal tunnel can readily compress the median nerve 
against the transverse carpal ligament producing 
symptoms mentioned above such as pain, paresthe- 
sias or numbness in the sensory distribution of the 


median nerve in the hand. The median nerve sup- 
Read at the regular monthly meeting of the Richmond 
Academy of Medicine, February 25, 1958. 

From the Department of Neurological Surgery, Medical 
College of Virginia, Richmond. 
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Relieved by Section of the Transverse Carpal Ligament 


J. M. MEREDITH, M.D. 


Richmond, Virginia 


plies sensation to the lateral half of the palm, the 
lateral half of the ring finger, the volar aspect of 
the entire middle finger, the index finger and the 
thumb. The median nerve, from the motor stand- 
point, innervates the opponens, the short flexor and 
abductor muscles of the thumb. 


short The term, 


“Carpal tunnel syndrome’, is now used to describe 
all cases of compression neuropathy of the median 
nerve in the carpal tunnel. It is only in the past 
few vears that this syndrome has been clearly brought 
to the attention of the profession ,}-!! except for one 
In fact, 


it was the observation of the writer, in discussing 


observation in 1913 and another in 1865. 


it with internes and house officers in general, that 
there was practically a complete absence of any 
knowledge of the syndrome among the younger phy- 
sicians; hence its usual late diagnosis only after 
atrophy appears. 

Brain, Wright and Wilkinson in 1947 described 
six cases in whom the condition had been successfully 
treated by section of the transverse carpal ligament. 
This was recommended as long ago as 1913 by 
Marie and Foix, and also by Cannon and Love in 
1946. The last named authors reported 38 cases, 
calling them “tardy median palsy”’ and in some of 
their patients there was no associated injury or 
disease and therefore they could be classified, as in 
our two patients, as spontaneous median neuropathy. 
In 1957, Phalen and Kendrick, of the Cleveland 
Clinic, 


taneous compression neuropathy of the median nerve 


reported 71 of these patients that had spon- 
in the carpal tunnel. Seventy-six per cent of the 
patients were women. The syndrome may be bilateral, 
as was true in one of our patients. This condition 
was also brought to our attention by one of our 
former Medical College of Virginia Neuro-Surgical 
residents, Dr. J. L. Thomson, of Norfolk, who has 


operated on a number of these patients in his clinic 
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in the last few years, most of them being middle- 
aged or elderly women. 

The history is usually that of a progressive weak- 
ness and clumsiness in the hand or hands associated 
with numbness, tingling, and pain in the median 
nerve distribution distal to the wrist joint. Ovcca- 
sionally, there may be some aching or pain radiating 
up the forearm and even up to the shoulder, but there 
never are any objective sensory changes proximal 
to the wrist joint. Strenuous use of the hand also 
seems to aggravate the pain and numbness in the 
median nerve distribution. Many patients, particu- 
larly true in one of ours also (Case 1), have severe 
pain at night which prevents sleep. Hypoesthesia 
in the median nerve distribution was the most con- 
stant of all clinical findings in one series of cases, 
occurring in 96 per cent of the patients reported 
from the Cleveland Clinic. It has been shown ex- 
perimentally that pressure within the carpal tunnel 
is increased by extension of the wrist. Sustained 
extension of the wrist, therefore, may also produce 
an exacerbation of numbness and tingling in the 
median nerve distribution. However, we have found 
that the wrist extension test is only occasionally 
positive in these cases and is not a reliable diag- 
nostic sign. The so-called wrist flexion test, however, 
is very helpful in diagnosis. The patient is asked to 
flex both wrists completely and keep them flexed for 
approximately 60 seconds. In this position, the 
median nerve is pressed upon by the proximal edge 
of the transverse carpal ligament to a greater extent 
than it is when the wrist is extended. Even in the 
normal wrist, prolonged complete flexion of the wrist 
will eventually cause numbness in the median nerve 
distribution in the hand. In cases of compression 
neuropathy of the median nerve, however, there 
usually is a prompt exacerbation of numbness and 
paresthesias in the median nerve distribution in the 
hand when the wrist is held in a flexed position, 
with prompt improvement in these symptoms when 
the wrist is returned to a neutral position. 

Bell and Goldner in 1956 reported 34 incidences 
of compression neuropathy of the median nerve from 
the Department of Orthopedic and Traumatic Sur- 
gery at Duke University. They stressed that the 
diagnosis of compression neuropathy of the median 
nerve is not infrequently missed and is usually made 
only after motor signs of muscular atrophy in the 
hand appear, unfortunately. For relief of pain and 
complete restoration of motor function, early diag- 


nosis is essential, and this should be stressed. Marie 


and Foix in 1913 described a case of bilateral thenar 
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atrophy which showed, at post-mortem examination, 
death having occurred from another cause, bilateral 
median nerve neuromata just proximal to the trans- 
verse carpal ligament. The authors then suggested 
that section of this ligament during life might have 
relieved the patient of symptoms arising from median 
nerve Compression. 

If the onset of symptoms has been gradual, and 
if no other definite cause has been established, the 
diagnosis may be confusing and difficult. The dif- 
ferential diagnosis includes neurilemmoma of the 
median nerve itself, cervical disk, syringomyelia, 
cord tumor, scalene anticus syndrome or cervical 
rib, peripheral neuritis, progressive spinal muscular 
atrophy and amyotrophic lateral sclerosis. Treat- 
ment, as already stressed, consists of dividing the 
transverse carpal ligament transversely with freeing 
of the compressed median nerve beneath. It is not 
usually necessary to excise any portion of the liga- 
ment or to do a neurolysis of the median nerve. 
Prompt relief of numbness, tingling and pain usually 
occurs following the operation. A transverse incision 
allows satisfactory exposure of the median nerve. 
Recovery of motor function and atrophy in the hand 
depends upon the duration and degree of compres- 
sion of the median nerve before operation. If the 
opponens muscle weakness and atrophy has been 
present for years, the likelihood of satisfactory motor 
recovery is not good and an opponens substitution 
tendon transfer procedure may be done at the same 
operation in which the ligament is cut. 


CASE HISTORIES 

Case No. 1. Mrs. L. J., aged 52, was admitted 
to Medical College of Virginia Hospital on March 
31, 1957, and discharged on April 10, 1957, for a 
bilateral section of the transverse carpal ligament 
for median nerve neuropathy. She stated that she 
had been having pain in each hand, particularly the 
thumb, index finger and thenar eminence for the 
previous eight years. She worked a great deal with 
her hands, being a member of the anatomy staff in 
one of our medical schools. She noticed that the 
dissection of anatomy specimens involving frequent 
extension and flexion of the wrists seemed to aggra- 
vate the discomfort and she was bothered a great 
deal by wrist and hand pains during the night. 
The symptoms were slowly progressive and pares- 
thesias at times progressed to the point of complete 
numbness of the median distribution of the hands 
when at work in her dissection. The hands became 
tired very easily and unduly frequent rest periods 


were necessary. The thenar eminences were rather 
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flat bilaterally. Pressing on the course of the median 
nerve under the transverse carpal ligament produced 
severe pain in the distribution of the median nerve 
bilaterally. 

On April 1 and 5, 1957, the transverse carpal 
ligaments were sectioned without incident. An en- 
largement of the median nerve just proximal to the 


point of compression was definitely noted when the 


ligament was being incised (Fig. 1). The entire 


median 


INCISION OF 
TRANSVERSE 
CARPAL LIG. 


Fig. 1. Artist's drawing to demonstrate the bulbous neu- 
roma-like enlargement of the median nerve proximal 
to the point of division of the transverse carpal ligament 
which latter structure must be completely divided 
transversely, with subsequent relief of pressure on the 
median nerve. 

ligament was entirely incised transversely so that 

the median nerve was free in the wound. Closure 

was made without drainage in both instances. 

Recovery was rapid and when seen in the im- 
mediate and late post-operative period, up to more 
than six months post-operatively, the pain had dis- 
appeared and she was using her hands regularly 
with little or no rest periods being required and 
with no night pains to disturb her sleeping. She was 
very satisfied with the result, and further atrophy of 
the thenar eminences seems to have been prevented 
by the proc edure. 


Case No. 2. Mrs. I. B., ag 


a. 


was first seen 


in the office on October 15, 1957. 


She complained of 
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severe pain in the palmar aspect of the right hand 
and wrist with definite numbness to pinprick of 
the right thumb and index finger compared to the 
left. She was extremely tender over the course of 
the right median nerve. X-ray films of the wrist 
and hand revealed no arthritis in the carpals of 
the wrist. There was no cervical rib present on x-ray 
examination of the shoulder. There was also slight 
swelling and edema of the wrist and hand on the 
right side compared to the left. There was sensory 
loss to pinprick over the thenar eminence and median 
nerve distribution generally of the right hand com- 
pared to the left. 

The patient was admitted to the hospital and on 
October 23, 1957, the transverse carpal ligament of 
the right wrist was sectioned. There was severe 
compression of the median nerve beneath the liga- 
ment. There was definite fusiform swelling of the 
nerve at the proximal point of pressure of the trans- 
verse carpal ligament (Fig. 1) and after the liga- 
ment had been entirely incised, in a vertical man- 
ner, the nerve migrated anteriorly, being free of 
pressure. 

The patient made a good recovery and was seen 
in the office on December 2, 1957, approximately 
six weeks post-operatively, and was in excellent con- 
dition. She could move the right hand very well at 
that time and there was no atrophy of the thenar 
muscles. The result was considered very satisfactory. 

She was readmitted to the hospital, however, on 
January 11, 1958, for physical therapy including 
right-sided stellate blocks with novocaine on three 
occasions. This produced satisfactory relief and the 
patient now seems to be getting along very well so 
far as our latest examinations are concerned. X-ray 
films of the right wrist now show moderate osteo- 
porosis with moderate changes of rheumatoid arth- 
ritis and definite degenerative changes in the distal 
interphalangeal joints. Probably this bony pathology 
contributed to the post-operative discomfort which 
this patient had at the time of her last admission to 
the hospital, relieved by the three novocaine blocks 


of the right stellate ganglion and whirlpool baths. 


ANATOMY AND PATHOLOGY 

The median nerve lies superficial in the flexor 
tendons of the fingers immediately beneath the trans- 
verse carpal ligament, also called by some anatomists 
the volar carpal ligament. It lies between the pal- 
maris longus tendon medially and the flexor carpi 
radialis tendon laterally. Narrowing of the carpal 
tunnel secondary to fracture or hypertrophic arthritis 
may compress the median nerve between the carpal 
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bones and the transverse carpal ligament which is 
approximately one inch broad. We are concerned in 
this paper, however, with the spontaneous develop- 
ment of neuropathy due to compression of the median 
nerve beneath the transverse carpal ligament without 
Marie 
and Foix in 1913, as previously mentioned, reported 
a definite “neuroma” of the median nerve found at 
autopsy in a case with severe bilateral atrophy of the 


thenar muscles; the ‘neuroma’ was just proximal 


antecedent or associated injury or disease. 


to the transverse carpal ligament. These authors 
suggested that there had been a so-called strangula- 
tion of the nerve beneath the ligament and felt that 
if the diagnosis could be made early enough in other 
similar cases, section of the ligament might prevent 
atrophy of the thenar muscles. Moersch suggested 
that the transverse carpal ligament be sectioned early 
to prevent irreversible changes in the median nerve. 
Phalen, Gardner and LaLonde of the Cleveland 
Clinic reported in 1950 three cases of surgical divi- 
sion of the transverse carpal ligament with excellent 
results. All three of their patients were middle-aged 
women. They discussed the pathogenesis of this 
condition (spontaneous median nerve compression) ; 
occupation may be a causal factor. When the wrist 
is strongly extended, there is a definite rise in pres- 
sure within the carpal tunnel. Almost all of the 
cases reported, including the two present cases from 
our clinic, were in middle-aged or elderly women. 
Ischemia of the nerve due to pressure may play an 
etiological role. Brain et al of England stress that 
the carpal tunnel lies between the tough transverse 
carpal ligament anteriorly and the bones of the wrist 
joint posteriorly. They believe repeated extension 
of the wrist to be an important etiological factor. It 
would seem that the rise of pressure in the carpal 
tunnel caused by repeated extension of the wrist is, 
in some patients, sufficient to cause compression of 
the median nerve and resultant symptomatology. It 
is also probable that vascular degeneration in middle 
age increases the ischemic effect of pressure on the 
median nerve which might be harmless in younger 
people. Spontaneous compression of the median nerve 
in the carpal tunnel may be caused by thickening of 
the flexor synovialis within the carpal tunnel. The 
exact etiology of this condition cannot easily be 
determined. It is thought that this tenosynovitis 
must be fundamentally rheumatic in origin although 
it is certainly not necessarily associated with true 
rheumatoid arthritis. The improvement noted in 
some cases after the injection of hydrocortisone into 


the carpal tunnel would also lend credence to the 
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rheumatic nature of the tenosynovitis. Furthermore, 
many of the patients, including our case no. 2, com- 
plained of some periarticular swelling and transient 
stiffness in the small joints of the hand which may 
be due to periarthritis. It is interesting to speculate 
why spontaneous compression of the median nerve 
occurs so much more frequently in women than in 
men. There is no structural difference in the carpal 
tunnels in men and in women. Men certainly sub- 
ject their hands to more trauma than do women. It 
is a well known clinical observation, however, that 
rheumatic conditions of various types about the 
wrist and hand are more common in women than 
in men. Since the majority of patients with com- 
pression neuropathy of the median nerve are women 
in or after the menopause, it may be that there is a 
stimulation of connective tissue growth when estro- 
gens are no longer present to suppress the activity 
of pituitary growth hormone. 


SYMPTOMS, DIAGNOSIS, AND 
DIFFERENTIAL DIAGNOSIS 


The complete syndrome of median nerve com- 
pression at the wrist consists of paresthesia, pain, 
atrophy, sensory impairment to pinprick, and muscle 
weakness in the median nerve innervation of the 
hand. Hypoesthesia in the median nerve distribu- 
tion was the most constant of all clinical findings 
occurring in 96 per cent, approximately, of reported 
cases. Tinel’s sign is a tingling sensation radiating 
out into the hand obtained by light percussion over 
the median nerve at the wrist. Tinel’s sign was pres- 
ent in approximately 90 per cent of operated cases. 
Atrophy of the thenar muscles: opponens, short 
flexor and short abductor muscles, was observed in 
varying degree in 54 per cent of operated cases 
(Table I). Some of the patients were unaware of 

Taste I 
1. Symptoms and signs of median nerve compression in 
the carpal tunnel 

a. Positive wrist flexion and extension with aggrava- 


tion of symptoms by this maneuver. (30 to 60 sec- 
onds). 


Presence of Tinel’s sign over the median nerve at 
the wrist. 


c. Limitation of all sensory findings to the distribution 

of the median nerve in the wrist and hand. 

d. Often evidence of partial thenar atrophy. 
the atrophy until it was brought to their attention. 
On looking down on the palm of the hand, one may 
fail to observe the thenar atrophy which is readily 
apparent when the profiles of the two thumbs are 
compared. 
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According to Rowntree, if the opponens muscle 


is spared, there may be pronounced atrophy of the 
thenar muscles without significant weakness in the 
thumb. It has been established that there may be 
marked anatomic variation in the innervation of the 


thenar muscles. The ulnar nerve may supply some 


or all of the thenar muscles that usually are sup- 
plied by the median nerve. According to Cannon 
and Love of the Mavo Clinic, one must also think 
of lesions of the cervical portion of the spinal cord 


disk, 


neuritis of the 


cervical scalene 


protruded 


such as tumors, 
anticus or cervical rib 
xus, progressive spinal muscular atrophy 
hic lateral sclerosis; to this list we 
would add syringomyelia and even Raynaud’s dis- 


In some clinics, cases hav 


ll 


2. Differential diagnosis of Compression Neuropathy of 


he Median Nerve in the Carpal Tunnel 


i. Svringomyelia. 
Degenerative disease of the spinal cord. 
sive spinal muscular atrophy, et 
Cervical dise 

d. Scalene syndrome or cervical rib 


e. Tumor or aneurysm in the neck. 


Generalized polyneuritis or diabetic neuropathy 
g. Hypertrophic arthritis of the cervical spine 

h. Injuries involving the cervical nerve roots 
srachial plexus lesions, traumatic or neoplastic 


j. Raynaud's Disease 


seen that have had the scalene muscle incis d for 
t r + ] ma ler Sens 
t over iter ve tardy median vals om 
nerve mpression at the wrist. X-rav films of the 


wrist, the thoracic inlet and cervical spine should be 
made in every case of suspected median nerve com 
pression at the wrist to help rule out these possibili- 
ties. Fibrillary twitchings were never present in 38 
cases ot 


arpal median nerve 
Mavo Clinic. Phe 


compression reported 


from the onset is characterized 
almost always by paresthesias in the hand, rarely 


actual severe pain in the beginning. Occasionally 


old bony deformity, fracture or tumor of the wrist 


or carpals is present, and compresses the median 
nerve, 

Failure to make the diagnosis of tardy median 
palsy early and to institute prompt operative treat 
ment prevents one from obtaining the best results 
Often these patients go for years undiagnosed and 
not rarely are thought to have psychogenic symptoms 
only until distinct atrophy of the hand develops. 
We believe that relief of pain can be promised to the 
patients who have pain, but the degree of return of 


motor function in the appropriate muscles and re- 
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versal of atrophy cannot be predicted in all cases. 


It is possible, by surgical means, however, as em- 
| 


phasized by Cannon and Love, to prevent further 


impairment of motor nerve function and muscle 


atrophy by decompression of the median nerve in an 


early tardy median nerve palsy. 


In 1865 Sir James Paget described a case of 


latent impairment of median nerve function subse- 


ture of the wrist, in his lectures 


on surgical pathology This condition would be 
classified tedav as tardy median nerve palsy. The 
1] ; Win or 
onset symptoms 1s usu insidious and progres- 
S10 n irmel! ( function of the median nerve 


I tu ought about by romegalic 
proliferation of the tissues. He also suggested that 
section of the anterior carpal ligament in the vrist 
night afford r 
Phalen et al stress that great care sh ken 
! iking diagnosis of spontaneous compression 
t median nerve in the carpal tunnel. They 
size that the presence of a positive Tinel’s 
over the) nerve at the wrist as well as 
the strict lrmttation of sensory and motor tind- 
ngs to the me n nerve distribution distal to the 
wrist are the two most reliable and important diag- 
nostic findings. To these important diagnostic signs 
ve would add the definit rgravation of in, tin- 
gling d/or sens findings in the hand hvper- 
extensior fi n of the involved wrist for 


inson (1947) in England 


) limitation of the muscle wast- 


1 


ing to the outer one-half of the thenar eminence and 
its severity there, in the absence of wasting else- 
where in the hand. and with no muscular fibrilla- 
of median nerve com- 


tions present, 1s 


tericti 
icteristl 


pression at the wrist and tends to exclude cervico- 
dorsal cord disease as a possible locale of the pathol- 
ogy. They emphasized also that the thenar wasting 
due to cervi rib is unlikely to be associated with 
sensorv loss confined to the cutaneous distribution 


of the median nerve. They reported six cases of 
median nerve compre ssion, all bilateral, in the carpal 
tunnel, all in middle-aged or elderly women, without 
x-ray evidence of bony trauma or other pathology in 


the neighborhood of the wrist joint. 


The symptoms and signs common to all Brain’s 


is gradual. 
In 1941, Woltman of th Mayo Clini reported 
ease (Table 11). been case of median nerve neuritis associated with 
wromegaly and suggested that the symptoms and 
signs were due to compression of the median nerve 
one to two minutes. 
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(et al) six cases were pain, paresthesia, and cuta- 
neous sensory loss within the distribution of the 
digital branches of the median nerve, and partial 
thenar atrophy limited to the abductor brevis and 


the opponens pollicis muscles, or even the abductor 
brevis alone. 
SURGICAL TREATMENT 
The procedure usually employed is a simple one 


of decom] ressing an 


id freeing the median nerve, 
according to Cannon and Love of the Mayo Clinic. 
A longitudinal (vertical) incision through the skin 
over the volar surface of the wrist is made and the 
median nerve is identified just proximal to the 
transverse carpal ligament. At this point, there is 
usually definite fusiform swelling of the nerve prox- 
imally (Fig. 1). Then the transverse carpal liga- 
ment is divided transversely; we have found it neces- 
sary (contrary to some writers) to prolong the in- 
cision well down over the palmar aspect of the hand 
to incise the distal portion of the ligament i.e., an 
inch or slightly more below the last transverse skin 
crease of the volar surface of the wrist. The median 
nerve beneath the ligament then presents itself but 
is compressed and often discolored. Care must b 
taken in section of the ligament, as the motor branch 
to the thenar muscles which makes its exit from 
the median nerve itself at the distal border of the 
ligament, is susceptible to injury. At the Mayo 
Clinic, neurolysis of the constricted portion of the 
nerve is also carried out by several razor blade 
incisions though the epineurium parallel to the axis 
of the median nerve. We have not found this in- 
variably necessary, nor have other clinics here and 
abroad. The patient is advised to use the hand 
cautiously for five to six weeks and then resume 
full activity. 

The post-operative improvement in the neurologic 
status has varied inversely with the degree and dura- 
tion of impairment of motor nerve function before 
operation. The more complete median nerve palsy 
there is before operation, the less motor recov ry 
usually occurs. Trophic disturbance such as ulcers 
on the finger tips and sensory loss may completely 
disappear. 

Brain et al in their six operated cases (1947) 
stated that all their patients were treated by surgical 
division of the transverse carpal ligament with im- 
mediate relief of pain and tingling, and gradual 
improvement of muscle strength and atrophy of the 
hand and diminution in sensory loss. The lesion 
found at operation in their six cases was compres- 


sion of the median nerve in the carpal tunnel and 
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edema and “neuroma in continuity” for about cne 


inch proximal to the point of compression of the 
nerve; our experiences paralleled this observation, 
with similar post-operative findings. There is no 
evidence of any disability whatsoever from section 
of the transverse carpal ligament and therefore no 
patient should be denied the benefit of operation if 
there are positive indications for surgical treatment. 

With reference to the hydrocortisone injected into 
the carpal tunnel, as advocated by Phalen and 
Kendrick, they have injected 20 cases, 16 of which 
had definite improvement. Usually three or four 
injections of 1 ¢.c. at weekly intervals are sufficient 
and several patients required only a single injection 
before relief. The injection is made by inserting a 
25 gauge needle directly into the carpal tunnel pass 
ing just medial to the palmaris longus tendon and 
the median nerve. The 1 c.c. of hydrocortisone is 
disbursed among the flexor tendons and beneath the 
median nerve in the carpal tunnel. No discomfort 
was experienced by Phalen and Kendrick’s patients 


during the injection 


SUMMARY 


Early diagnosis of this condition before pro- 
nounced muscle atrophy of the hand de veloy s, on 
the basis of a positive wrist flexion or extension test, 
the presence of Tinel’s sign over the median nerve 
at the wrist, and the limitation of all sens ory find 
ings to the median nerve distribution distal to the 
wrist, is stressed. The majority of patients with this 
condition are middle-aged or elderly women. M n\ 
of them also show evidence of partial thenar atrophy 
and intrinsic muscle weakness. There are usually 
no fibrillary twitches. The patient's symptoms of 
pain and paresthesias in the median nerve distribu 
tion of the hand may be readily relieved by section- 
ing the transverse carpal ligament at the wrist to 
decompress the median nerve in the carpal tunnel. 
In some cases reported in the literature surger\ has 
not been necessary as a simple wrist splint or the 
administration of hydrocortisone in the carpal tun- 
nel may alleviate the symptoms satisfactorily, al- 
though we have not personally had experience with 


this latter method of therapy. 
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Suitable work may be more beneficial than rest 


and retirement for persons with severe heart disease. 
Dr. Alvin Slipyan studied 19 persons who would 


normally be considered to be unemplovable but wh 


were successfully working in industrial and clerical 
jobs. The p 


tually improved after they started working 


hvsical condition of some of them 
Most industries refuse to hire cardiac patients 
OF Lilet 


fear of absenteeism and compensation 


Among these 19 persons, the low absenteeism 


rate was remarkable, 


and there were no compensation 


claims 


On the basis of this study, he suggested a possibk 
change in the rule that persons with severe heart 


constant rest and retirement from 


require 
work 


Included in the study, reported in the September 


American Medical Asscciation, 


were 10 persons who had had heart attacks (thre 


13 Journal of the 


h rheumatic heart dis- 


They 
an Albertson, L.I., 


N.Y., company employing only disabled persons 


with two attacks), seven wit 


} 


ease, and two with hypertensive heart disease. 


wert empl ved by Abilities, In 


Among the patients with postmvocardial infare- 


tion, the age spread was from 26 to 63, with eight 


over the age of 50. Their jobs included office and 
plant bench work. The jobs all required the effort 


of walking, but none heavy labor. Some of these 
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Heart Patients 


people had en unemploved for as long as four 
ind a half vears before taking jobs at Abi s, In 

lravel tim factor that can influence the suc- 
cess or failure in a job—ranged from 15 to 45 min- 
ites a day and the distance from 5 to 30 miles. Seven 
drove their ow! rs 

Of these patients, five showed no change in phys- 
ical condition after employment, three showed def- 
inite improvement d one had increased attacks 
of pain but showed ncrease in disabilitv. One 
man died of ral embolism, apparently related 


or more than an hour in a snowstorm. 
mong the rheumatic heart disease group, five 
showed no change in their condition after starting 


work and two improved. Their jobs included office 


1t inspector; bench work, 


One of the hypertensive heart disease emplovees 
showed no change in status and one gradually im- 


proved 
Dr. Slipyan noted that his report ‘may be con- 


sidered unique in 


that never in the history of private 
industry has such a deliberate policy of employing 
the ‘unemployable’ cardiac patients been seen.” The 
financial success of this enterprise is shown by the 


productivity of these employees. 


as a messenger; pla 
and packaging. 
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Adults 


HE DIAGNOSIS OF IDIOPATHIC HY- 
PERTROPHY of the heart is essentially an 
exclusion diagnosis with the proof of diagnosis rest- 
ing with the findings at the autopsy table. As gath- 
ered from the few cases reported, the age group 


} 


ranges from about 


21 to 44 years of age, with the 
majority of the cases falling in the twenties and 
thirties. The usual course is that of a patient who 
lives an essentially such 


healthy life, free from 


ailments as valvular heart disease, congenital de- 
fects, hypertension and arteriosclerosis, coronary dis- 
ease, specific or nonspecific cardiac inflammations, 
inemias, avitaminosis, or prolonged tachycardia; 
thus attaining the age of voung adulthood, sud- 
denly, a year or two prior to death, to develop signs 
and symptoms of cardiovascular failure. Some of 
these young adults may even be enlisted into the 
armed forces, as was the situation in the four cases 
reported by Norris and Pote.! These cases are dif- 
ferentiated 


from the group known to the pedia- 


tricians as congenital cardiomegaly of undetermined 
etiology, for the latter expire before reaching child- 
hood. 

There are no specific symptoms or signs. They are 


the usual findings of cardiovascular failure in a 


patient with an enlarged heart. There may be mur- 
murs, or not. None of the cases of Levy and Von- 
Glahn? had murmurs, while a few of the reported 
cases had murmurs that led the clinician to a specific, 
although erroneous, clinical diagnosis. The cardio- 
vascular deterioration is rapid, with recurrent and 
progressive heart failure which leads to death, but 
a few cases have died suddenly without pulmonary 
edema and peripheral signs of failure. Some may 
develop arrythmias, but this is not a specific finding. 

At post-mortem 


examination, the findings are 


characteristically negative except for an enlarged 
hypertrophied heart with none of the valvular defects 
that cause cardiac enlargement; and the amount of 
fibrosis, if any, is limited to small focal areas. The 
coronaries show only slight if any sclerosis, at least, 


not enough to account for muscle hypertrophy. 
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And microscopically the findings are limited to 
the findings of cardiac hypertrophy and only mod- 
erate fibroplastic infiltration, if any. 

With this 


used by 


strict diagnostic criteria, which was 
Norris and Pote in 1946.) the number of 
With 


group of 


reported cases are limited. this’ criteria is 


eliminated a very large reported cases 


known as idiopathic, non-specific myocarditis. This 
latter syndrome takes in all age groups and charac- 
teristically shows an enlarged heart with marked 
amount of myocardial fibrosis. Ware and Chapman® 
say of this latter group, a 


“case of chronic mvo- 


carditis with cardiac hypertrophy and fibrosis of 
apparently unknown etiology could be ascribed to 
many acute or chronic infections that the individual 
may have in early life.” This does not seem to be 
an etiological factor in our subject because of the 


lack of arditis. 


The literature gives Laubry and Walsher credit 


for the first description of idiopathic hypertrophy 
Whittlet added 
Three 
by Levy and Rous- 
selot;> and Levy again, but this time with Von- 
Then in 1946 
Norris and Pote! described four such cases, and in 


of the heart in young adults, in 1925 
another such case to the literature in 1929 


more cases were recorded in 1933 
Glahn,6 reported eight cases in 1937. 


the same year Flynn and Mann’ wrote of two cases, 
but only one case fits the criteria. In 1949 Evans* 
brought forth a question of etiology, by describing 
a familiar type of cardiomegaly in young adults; 
the cases not being unlike those described by the 
authors above. Some four other cases have been 
recorded in foreign literature®!%1!1.!2 but the most 
recent report I have been able to find was by Davies, 
1951. They described 


nine cases ranging in age from 24 to 44 vears. Three 


Marvel and Genovese™ in 


of their cases had a family history of cardiac death 
at an early age. 
Thus the total number of cases reported is small. 


There is no doubt that others have been overlooked 


in the literature, and undoubtedly by all of us in 
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those young adults dying of cardiac failure, but 


never coming to autopsy. 
CASE REPORT 
This 31-year-old truck driver was essentially well 
fall of 1952. 
childhood diseases and pneumonia as a child, but 


until the He had had most of the 
he never had rheumatic fever, typhoid, diphtheria 
or other serious ailments. He was rejected from the 
armed forces because of his height, he stated. No 
other cause was given nor was he advised to seek 
medical attention. First, in September 1952, he 
began to note easy fatigability, weakness, and a tight 
constriction across the chest when he exerted him- 
self. This latter was associated with dyspnea and 
palpitation. He was treated by his LMD who told 
him he had strained his heart, and put him to rest. 
Although he 
rested until the first part of 1953, his symptoms 


The LMD never noted hypertension. 


increased in severity and he began to note occasional 
pain in the left arm associated with the chest con- 
strictive sensation. In January 1953, he went back to 
work but noted that he could not carry on the 
heavy work that truck drivers are called upon to 
do. Even if he just drove his truck, at the end of 


He had slight 


No edema, etc. 


the run, he would feel “all in” 


cough but no orthopnea. 

A systemic review showed that he drank a half 
cup of coffee per day, but did not indulge in alcohol 
or tea. Before illness onset, he smoked one and a 
half to two packs of cigarettes per day, but cut this 
to one pack per day. Noted increased restlessness 
at night and the need for more rest and sleep. He 
averaged 188 pounds and measured 6 feet 9 inches. 
There were no complaints of headache, tinnitus, or 
dizziness; no eyesight change; no u.r.i. The gas- 
trointestinal complaints showed loss of appetite, but 
noted full 


dyspnea if belt was taut. Genito-urinary- 


no indigestion; he sensation and 
negative; 
neuropsych—nervousness, especially in latter months. 
Easily worried, upset and depressed. No numbness 
of extremities. Endoc.—sexually normal, has wife 
and two children; liked warm room; no tremors; no 
neck enlargement or choking sensation. 

The family history indicated that his mother was 
age 51, living and well; one brother, living and 
well; father died at age 51 from heart ailment and 
had a murmur; one sister died during childhood 
from unknown cause. There was no history of tuber- 


culosis, diabetes, cancer, etc., in the family. 


Physical Examination showed an extremely tall, 


well developed and well proportioned white male sit- 
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ting on the edge of the bed, moderately dyspneic 
with slight, if any, cyanosis. On admission, pulse 
was 76, irregular; temperature 98.8; respiration 20; 
height 6 feet 9 inches; bloed pressure 120/40. 

The head and neck were essentially normal. Eyes 
and eyegrounds normal, and there was no head 
bobbing; no palpable thyroid. 

The chest was deformed, the right chest jutting out 
further than the left, anteriorly. 

Lungs: the breath sounds were adequate and clear 


throughout. There were no rales. 


Heart: the PMI was definite and forceful at the 
posterior axillary line in the sixth interspace. The 
LCB was found in the mid-axillary line. A force- 
ful precordial thrust, which had an irregular char- 
acter, Was present. 

There was, in the second interspace to the right 


of the sternum, a distant aortic second sound. A 


faint systolic murmur was heard in this area which 
was not referred into the neck. As one proceeded 
down the right of the sternum into the fourth inter- 


pace, the murmur became a rough grade four systolic 


murmur, best heard when the patient was in a sitting 


position. When one proceeded into the pulmonary 
It died out 


approached the axillary area and was re- 


area, this murmur faded and was faint. 
as one 
placed by a grade II to III blowing systolic mur- 


mur. No mitral first sound was made out. 


The heart was fibrillating at the rate of 96 per 
minute. 
The remainder of the examination was essentially 


negative. The abdomen was free of masses or en- 
larged viscera. The genitalia were well proportioned 
and normally developed, as were the extremities. 
The integument and neurological examination were 


also normal. 


Course in Hospital: The patient actually became 
fairly comfortable and seemed to respond to bed 
rest. He ate fairly well with only complaints of 
dyspnea and heavy feeling in his chest. On 7/16/53 
the patient was found fibrillating at a rate of 140 
with a pulse deficit of 20. He was more dyspneic 
and uncomfortable. That evening he suddenly ex- 
perienced a sharp pain in the right chest that radi- 
ated to the right shoulder, and he presented a shock- 
like picture of cold sweats and slight stupor. The 
next morning he was in semi-shock with cold sweats, 
still complaining of pain in his right chest. His 
pulse was weak, irregular and rapid. The lungs 
remained clear to auscultation. At 3:00 p.m. that 
evening, he suddenly expired. 
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Laboratory: 


Complete Blood Count: 7/14/53 7/15/53 
Red Blood Count 4.97 4.7 
Hemoglobin 94% (17 gm.) 98% (14.7 gm.’ 
Color Index 0.96 1.04 


Sedimentation Rate 4mm 


White Blood Count: 6.700 


Polymorphonuclear 64% 


Lymphocytes 
segs. 
Stabs. 


Eosinophiile 


Urine: 
Color straw amber 
Reaction acid acid 
Specific Gravit 1.024 1.024 
Albumin 


Sugar 


negative 1 plus 


negative negative 
occasional 
white blood cells 
cells occasional 
epithelial cells 


Microscopic occasional 


Examinaticn epithelial 


X-ray Chest: Diffusely Enlarged Heart with mod- 


erate congestivy failure 


Electrocardiogr iph shows auricular fib illation at 
a rate of 80, a normal QRS of 0.08. There is a 
tendency to a right axis deviation and, although 
there are no signs of acute or chronic myocardial 
ischemia, there are some suggestive findings of sub- 
endocardial ischemia of hypertrophy. However, not 
the marked changes usually seen in a heart that is 
hypertrophic secondary to hypertension, valvular de- 
fects, and other more common etiological factors. 

The postmortem examination was done at 9:30 
a.m. on 7/18/53. The external examination showed 
the usual postmortem cyanosis and skin changes. 
Upon removal of the sternum with costal segments, 
it was apparent that a large amount of chest space 
was occupied by a tremendously enlarged heart which 
not only filled the anterior mediastinum but also 
the lower left thoracic space to the rib cage. The 
pericardium was intact and there was no increased 
amount of pericardial fluid. The membrane showed 
no adhesions or signs of inflammatory change. 

The Heart (Fig. 1), as pointed out, was tremen- 
dously enlarged, weighed 1070 grams, and the left 
border and apex were observed in the left chest 
cavity pressed against the rib cage. The anterior 
surface was smooth and rounded and showed no 
signs of infarction, recent or old. The right auricle 
was entered and the tricuspid valve ring appeared 
larger than normal and the valve leaflets seemed 
retracted as if stretched. No fibrosis or tears were 
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noted. The ring circumference measured 16 cm. 


right ventricle was entered and endocardit 
appeared normal with no thrombi made out. 
wall was dilated and measured 0.5 cm. The chordae 
tendinae appeared stretched, but not fibroti 
tracted. The pulmonary artery was normal and the 


pulmonary valve leaflets were closed and showed 
no signs of fibrosis or pathology. The circumference 
was 10 cm. and a leaflet cusp measured 3 cm. The 
left auricle was then entered and_ the appendage 
was examined and found free of ante-mortem clots or 
mural thrombi. The mitral valve appeared like th 
tricuspid in being wide and opened, but no sign 
of leaflet pathology was made out. The circumfer- 
ence of the valve was 18 cm. The cherdae tendinae 
appeared under stretch but normal. The left ven- 
tricular wall was markedly hypertrophied, measur- 
ing 2.2 cm. in thickness. The endocardium was nor- 
mal. The aortic valve measured 21.5 cm. in cir 
cumference. The aorta immediately above the valve 
was 25 cm. in circumference. The commissures of 
the aortic valve extended up along the course of the 
aorta with distention of 3 to 5 cm. forming ridges 
which projected up to 1 cm. The lower thoracic 
aorta was elastic and essentially normal. The cusps 
of the aortic valve were much larger than usual and 
the amount of insufficiency must have been slight. 
The coronaries showed slight to no sclerosis. 

The Lungs were not remarkable. The pleural 
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spaces were clear of fluid and adhesions. The lungs 
were removed in block dissection with the heart and 
the vessels carefully examined for ante-mortem 
thrombi and emboli. None were found. The bronchi 
contained some secretions but nothing of import. 
No areas of consolidation or infarction were made 
out. On the apex of the left upper lobe, there was 
a congenital cystic bleb measuring about 3 cre. in 
diameter, which appeared to be intact and did not 
communicate grossly with a large bronchus. 

The Abdomen was examined and nothing re- 
markable made out. The liver had a brownish pale 
uppearance but was normal size, and the cut surface 
appeared normal. The kidneys and adrenals \were 
normal size and shape and the capsule peeled easily. 
Phe gross cut surface appeared normal. The adrenals 
were of normal size, shape and position. The pan- 
is was not remarakble, and the gastrointestinal 
ct red grossly normal 
Wicroscepic examination, on the whole. was re- 
markable because of the lack of findings. The 
heart showed a rather thin endocardium. The myo- 
cardium showed some edema and the muscle fibers 
were long and relatively thin. There was no frag- 
mentation, and the hypertrophy seemed to be mort 


in the increase in length and number of fibers than 


in Cross sectional signs of hypertrophy. A few regions 
showed some interstitial fibrosis, but nothing remark- 
able. The mitral valve showed a slight hyalinized 
fibrosis. The aortic valve showed very slight thick- 
ening with no signs of activity. The coronary ves- 
sels were thin walled The Aorta showed a slightly 
thickened intima, with the media showing a few 


small areas of degeneration There was nothing 
marked or specific. The vasavasorum were thin 
walled and not remarkable. The Lungs were essen- 
ally negative except for some vascular congestion, 
The Kidneys showed a thick capsule and glomeruli 
of the usual number and distribution. The tufts 
showed some slight congestion and the tubules were 
well preserved. The vascular system was noted to 
be thin walled. The Adrenals were well preserved 
and normal. The Anatomical impression was Idio- 
Heart 
Valve, 
Mitral Valve and Tricuspid Valve, all with insuf- 


pathic (Congenital?) Hypertrophy of the 


with associated enlargement of the Aorti 


ficiency due to dilatation. Pulmonary congestion. 
DISCUSSION 
The clinical impression of this case was differen- 


tial. Because of the age, lack of history and physic al 
findings of hypertension and the onset of fibrilla- 


tion, Rhemuatic Heart Disease with Mitral valvular 
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disease was entertained as a possible diagnosis. 
However the type of cardiac enlargement with the 


lack of marked congestive failure and the character 


and location of the murmurs heard seemed to war- 
rant consideration of a diagnosis of congenital heart 
disease. 


that th 


The less specific clinical impressions were 


patient did have left ventricular enlarge- 


ment, mitral insufficiency, tricuspid insufficiency, 


possible septal defect and auricular fibrillation. As 
a cause of death, pulmonary infarction and/or CNS 
emboli were questioned. As you recall, the lungs 
at autopsy did not show any infarct and the CNS 
was not examined, so the exact modus of death is 
not known 

This case presented falls essentially within the 


criteria used by Norris and Pote;! specifically, a 


the onset of symptoms, manifesting a markedly en- 


larged heart free of pathological findings of myo- 
carditis. Why he developed such a large heart is 
a mystery. Evans* hints at a familial etiology. This 
patient's father died of heart disease, but he was 


ge 51 when he expired; and a sister died during 
childhood of unknown cause. Dr. Taussig™ in her 
book on congenital heart disease, had this to sav: 
‘There is no clear cut evidence that idiopathic 
h pertro the 


heart is a result of a congenital 

However, in this case, patho- 
logical examination showed enlargement of the valves 
reased numbers of myocardial fibers rather 


than hypertrophy, which he must have had from 


perusing the literature on 
this subject, there is much confusion, and usually 
there is no attempt to differentiate between Idio- 
pathic Myocarditis and Simpk 


Idiopathic Hyper- 


trophy it is felt that this case pr 


should be classified as a congenital heart lesion. 
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Playing “grandpa” roles for 30 years has taught 
a famed Hollywood actor that there’s really nothing 
wrong with being old. In an article appearing in 
the October issue of Today’s Health, a publication 
of the American Medical Association, actor Walter 
Brennan said old people spend too much time being 
sorry for themselves. “If they'd spend the same 
amount of time thinking up things they'd like to do 
or developing an interest in some sort of construc- 
tive activity, they’d have much less time for self 
pity.” 

The 64-year-old Brennan is well acquainted with 
the subject of growing old. In addition to his movie 
roles, he is currently the star of the TV program 
“The Real McCoys” 
McCoy. 
children and 11 grandchildren. 


in which he portrays Grampa 
In real life the veteran actor has three 


From his own experience Brennan said there are 
certain things he is not going to do as a senior citizen. 
“First of all,” he said, “I’m not going to preach. 
That seems to me one of the surest signs of senility. 

“Then I’m not going to bear any resentment to- 
ward anyone, any time; nor am I ever going to com- 
promise any of the principles that have always 
been important to me. 

“And, finally, I’m never going to stop thanking 
God every morning and evening for all the 


blessings He’s sent my way.” 


Nothing Wrong with Being Old 


Rev. san mil., Buenos Aires 45: 1204-1215. October 
1946. 


11. Fowler, M.: Clinicopathological Study of Two Cases 
of Idiopathic Hypertrophy with Congestive Failure. 
M. J. Australia 1: 672-676. May 31, 1947. 

12. Vulliamy, D. G.: Idiopathic Hypertrophy of the Heart. 
Brit. Heart J. 9: 161-166. July 1947. 

13. Davies, R. R., Marvel, R. J., and Genovese, P. D.: 
Heart Disease of Unknown Etiology. Am. Heart J. 
42: 546. (1951). 


14. Taussig, Helen B.: Congenital Malformations of the 
Heart. Commonwealth Fund, London; Oxford 1947. 


609 South Jefferson Street 


Roanoke, Virginia 


To this personal philosophy, the actor believes 
Grampa McCoy would add these tips: 

—Stop feeling sorry for yourselves; seek out con- 
structive activity. 

—Kecp your minds and muscles satisfyingly oc- 
cupied. 

Retain and sharpen your sense of humor. 
—Quit complaining and start being thankful. 
—Give abundantly of yourselves in any way that 

you are able. 

Brennan also said that he is against compulsory 
retirement for anyone. “People keep saying to me,” 
he said, “ ‘Sure, that’s fine for creative people like 
you. But how about machine tool operators or desk 
clerks or department store buyers ?’ ”’ 

He answers, “Everyone is creative and every job 
is creative work—if you make it that way. If you 
don’t, retirement isn't going to make any difference. 
The people who are bored and unhappy before re- 
tirement are going to continue the same afterward.” 

According to Brennan there are two things that 
can be done by oldsters. We can let them do for 
themselves as long as they are able and as much as 
they possibly can. 

Secondly, we can make sure that the present 
younger generation is enlightened on what to do 
when they grow older. 
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Syndrome 


HE BLEEDING PHASE cf the menstrual cycle 
rarely Lassitude and 


irritability, abdominal and breast fullness, low ab- 


appears unannounced. 
dominal and back pain are harbingers of its ap- 
proach. Little heed is given these symptoms by 
many women, but there is a group in whom the 
symptom complex assumes such proportions as to 
compromise their well being. This is Premenstrual 
Tension 

Vagaries of women during the premenstrual week 
have long been the subject of comment. Hippocrates 
ascribed the state to “agitated blood seeking its 


escape at the uterus”. Sorenus of Ephesus wrote 


in the second century, “when menstruation ap- 
proaches it is accompanied by amlaise which we 
indicated. Rest is in most cases salutary. For just 
as people full from a drunken bout if they move 
vigorously may lay themselves open to sickness, and 
as those who have a congested head develop pain 
when they shout very loudly, in the same manner 
the uterus filled with the menstrual material through 
activity suffers compression accompanied by a feel- 
ing of weariness”. And so for some women this is 
a time of distress, a time of personality change. 
Characteristic of the syndrome is the abrupt and 
sudden release of tension at the onset of menstrua- 
Indeed, 


the diuresis and the sudden relief of symptoms dis- 


tion. This is accompanied by a diuresis. 


tinguishes the syndrome of Premenstrual Tension 
from psychoneurotic manifestations which too often 
mimic it. The rising tempo of distress accompanied 
by unusual weight gain, with sudden relief of symp- 
toms and return to normal weight in association with 
diuresis on the first day of menstruation, defines the 


symptom complex: Premenstrual Tension. 


ETIOLOGY 
There can be little doubt that the symptoms are 
related to abnormal water storage. In 1933 Thomas 


reported two cases of unusual edema occurring 
cyclically during the premenstrual epoch. Associated 
with the edema were severe headache, abdominal 
fullness, leg pains, and psychic changes. Thomas 


saw these symptoms disappear coincidentally with 
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the diuresis during the first 24 hours of menstrua- 
tion. Greenhill and Freed later called attention to 
the frequency of this syndrome and suggested a 
treatment based on diuresis induced by ammonium 
chloride. 

The disturbed water metabolism presumably is 
related to abnormal ovarian stercid metabolism, 
since the water holding properties of estrogen, and to 
a lesser extent progesterone, are well known. It has 
been suggested that adrenal cortical hyperfunction 
occurs during the premenstrual week and if this be 
true the water storing properties of adrenal cortical 
steroids may be incriminated. However, it should be 
recalled that water storage during the premenstrual 
week is normal; only when abnormal tissue hydra- 
tion occurs does the symptom complex of Premen- 
strual Tension appear. 

The syndrome has been reproduced in part by 
the daily administration of pitressin, the water fix- 
ing hormone of the posterior pituitary. Water storage 
up to 4+ lb. has been artificially induced and many 
of the symptoms of Premenstrual Tension repro- 


duced. However, there is no confirmed laboratory 
evidence that either the ovarian steroids, the adrenal 
cortical steroids, or pitressin are altered in the pre- 
menstrual tension patient over and above that which 
is to be found in the asymptomatic patient. The 


etiology is unknown. 
TREATMENT 
Rational treatment was first 


Greenhill and Freed in 1941. Until the advent of 
their regime of salt re- 


recommended by 


more efficient diuretics 
stricted diet and administration of ammonium chlo- 
ride in the premenstrual week was acceptable ther- 
apy. However, many patients found it difficult to 
tolerate the large doses of ammonium chloride and 
even when they did the diuresis which it induced 
was often insufficient to relieve the symptoms. A 
thorough-going study of premenstrual tension and 
its treatment with a new soluble form of brom- 
theophyline in combination with pyrilamine was re- 
ported in 1951. This provided a treatment regime 
far superior to the ammonium chloride—salt restric- 
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tion previously employed. The soluble form of brom- 
theophyline proved to be an effective agent for 
blocking abnormal water storage and for increasing 
sodium excretion during the premenstrual week. 
Excellent clinical response was obtained in prac- 
tically all patients. This continues to be a most 
satisfactory and convenient means of relieving these 
patients. Ever aware of new compounds which 
might normalize water metabolism in the premen- 
strual week, a clinical study on Chlorthiozide is here 
reported. 
CLINICAL GROUP—UNTREATED 

With this background a study was inaugurated to 
evaluate the clinical efficacy of a new compound, 
Diuril!®. The patients were seen as private out- 
patients. The clinical data was recorded either by 
the author or the nursing staff. The evaluation of 
symptomatic relief in each case was made by the 
author. All patients with known disorders of water 
metabolism were excluded: hypothyroidism, adrenal 
cortical disease, 


dysfunction, cardiac 


nephritis, 
hypertension, and those with edema of undetermined 


etiology. 

Age Incidence 
The average age of these 72 patients was 28.6 

vears. The youngest was 14 and the oldest 43 years 

of age. Premenstrual tension symptoms in the 

younger group tended to have a shorter duration and 

to be of lesser 


intensity than those in the older 


group. There were 18 patients under the age of 
25 years and 54 who had passed their 25th birthday. 
Duration of symptoms 

The average number of premenstrual days on 
which these patients complained of symptoms was 
related to two factors: 1. age; 2. menstrual history. 
In the younger group (under 25 years) the duration 
of symptoms was three days; whereas in the older 
group (over 25 years) the duration of symptoms 
averaged 6.5 days. 

There was a definite relation to the periodicity 
of the menstrual cycle. Patients on a regular cycle 
(26-30 days) experienced a shorter duration of 
symptoms than those with long interval cycles (30- 
45 days). In the former group the average number 
of days in which the patient complained of pre- 
menstrual tension was 2.5 days; whereas in the long 
interval group duration of symptoms often exceeded 
12 days and the average was 10.25 days. The poly- 
menorrheic group (cycle 18-24 days) complained 
least. There were 48 patients in the regularly men- 


struating group; 17 in the oligomenorrheic group; 
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7 in the polymenorrheic group. ‘The symptoms were 
always short lived and of little intensity in the 


polymenorrheic patients. 


Weight Changes 

With few exceptions the intensity and duration 
of symptoms paralleled the weight gain. Of the 72 
patients there were 47 on whom the weight was 
recorded daily at home 
during the 


during one entire cycle or 


premenstrual time and _ continuing 
through the first one to two days of the menstrual 
flow. The average weight gain for these 47 patients 
without treatment was 4.74 lb. 


The most severe symptoms were experienced by 
one patient who gained over 11 lb. during her pre- 
menstrual week. It is of interest to note that this 
patient had previously suffered edema and toxemia 
in two pregnancies before she was seen for pre- 
menstrual tension. 

The average weight gain for the group under 25 
years of age was 3.75 


db. 


lb. and for the older group 
When the weight changes are chartered 
against the type of menstrual cycle, it is again seen 
that the greatest weight gain was in the oligomenor- 
rhe ic 


group, 5.25 lb.; least in the polymenorrheic 


group, 3.0 lb.; and moderate in the regularly men- 


struating group, 4.25 lb. 


Water Intake and Output 

Attempt was made in some patients to record the 
fluid intake and output during the premenstrual week 
and the first two days of flow. As might be anti- 
cipated the figures are open to considerable question 
since all of these were 


yutpatients. In any event, 
there were eight patients who cooperated to the de- 
gree where the figures may possible be of some value. 
In this group the average urinary excretion during 
the first 24 hours of menstruation exceeded the in- 
take by 280 c.c. 


CLINICAL GROUP—DIURIL® TREATED 


All patients in the group just described were ad- 
vised to take one tablet of Diuril® daily after break- 
fast beginning at the onset of premenstrual symptoms 
and continuing until the first sign of menstrual flow. 
All were instructed to record their weight on bath- 
room scales daily upon arising in the morning and 
continuing through the first two days of menstrua- 
tion. They were requested to report on the first day 
of menstruation. There were 49 who reported for 
follow-up interview. Of these 42 had well-kept 
charts. The conclusions as to the efficacy of Diuril® 
treatment are based on these 49 patients. 
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Side Effects 


Thirst and mouth dryness were the complaints pre- 


eminent and were voiced by 
This 


Dizziness was reported by two, and in one of the 


17 of these patients 


voluntarily. symptom was quite annoying. 
patients it recurred with each dose on each of three 
successive days until she refused further medication. 
Urinary frequency, especially during the three-to- 
six hour period after medication, was referred to as 
a great annoyance and inconvenience by 22 of the 
patients. This was especially noteworthy in three 


school teachers. One patient complained of diplopia 


but on continuing medication this symptom 
peared and no further complaint was heard. 


Clinical Response 


Relief of premenstrual tension symptoms had a 
Espe: ially 


was this true of breast fullness and abdominal bloati- 


an all or none reaction. 


} 
tencency to be 


ness. Interpretation of symptoms such as the anxiety 


States, nervousness, 


becaust her the psychosomati 


irritability, was more difficult 
overlay introduced 


vagaries into the clinical picture. In this group ot 


49 patients abdominal bloatiness, breast fullness 


and congestion were the most prominent symptoms in 


ients. Twenty patients reported complete re 
lief of these symptoms during the course of Diuril® 
.dministration. These 20 patients were for the most 
part in the older age group (25 years of age or older) 
ind 17 of them fell into the oligomenorrheic group 
(35-45 day cycle). The weight gain in the untreated 
evele of these 22 patients was 5.25 Ib., 


ht vain in the treated evel was 1.75 


whereas the 
average weig 
lb. The two patients who reported no clinical relief 
had an average weight gain of 5 Ib. in the untreated 
cv le, and 4.5 lb. in the treated CVE le. 

Evaluating the overall clinical relief of the entire 
premenstrual tension complex, 38 patients had an ex- 


cellent response to treatment in the opinion of the 


author. 


The average premenstrual weight gain for 
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this group was 4.5 lb. in the untreated cycle, and 
1 lb. in the treated cye le. 

In 11 patients the clinical response was considered 
unsatisfactory. Included in this group was the one 
patient who discontinued medication because of diz- 
ziness. Careful inquiry into dose schedule, coopera- 
tion, and treatment of the other patients indicated 
that they had taken the medication according to 
directions. Headache and nervous tension were the 
predominant symptoms in this group of failures. It 
was interesting to observe that this failure group 
showed an average weight gain of 3.25 lb. in the 
untreated cycle. In other words, their premenstrual 


water storage was somewhat less than in the group 
is a whole, and _ conside rably less than in t 


1 
patients who com 


| lained chi fly of abdominal bloati- 


ness and breast fullness 


On casual examination of 
the figures one might think that these patients had 
been erroneously classified as premenstrual tension 

itients and that their major problem was a per- 


sonality or psychosomatic one. 


On studying their 


weight gain during the treated cvcle, however, it was 
found that this group averaged 2.75 lb. and therefore 
t would be more accurate to say that these patients 


failed to respond to therapy because for some reason 


hey were re fracte ry to the diuretic effect of Diuril®. 
CONCLUSION 

It is apparent from this study that Diuril® is an 
efficient blocking agent against abnormal water stor- 
re during the premenstrual week in about 70 per 
ent of patients suffering the Premenstrual Tension 
syndrome. Abnormal water storage, however, is not 
the only factor in Premenstrual Tension syndrome. 
Autonomic nervous system imbalance, altered steroid 
metabolism, and vascular congestion play contribut- 


ing roles. 


Medical Arts Building 


Richmond, Virginta 
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An Unusual Complication 


PNEUMOTHORAX as a 
complication of a foreign body of the bronchus 
occurs with such rarity that it is thought that this 
case report would be worthy of presentation to this 
group. In the recollection of the members of our 
Department of Otolaryngology, it is not believed to 
have occurred in the University of Virginia Hospital 
prior to this time. I do not intend to imply that 
sharp-pointed metallic foreign bodies of the air and 
food passages have not produced spontaneous pneu- 
mothorax, subcutaneous emphysema, or mediastinal 
emphysema, nor that these conditions have never 
occurred as a result of a tear or perforation of the 
bronchial wall caused by instrumentation in remov- 
ing foreign bodies. It is also well known that these 
conditions are encountered as a technical complica- 
tion of tracheotomy; however, as a complication of 
a vegetable foreign body, its occurrence is even more 
rare. 

Fortunately, foreign body aspiration into the 
bronchi happens with much less frequency than sev- 
eral decades ago. We feel that the credit for this 
must be attributed to the members of our specialty 
and to the medical profession as a whole, as the 
result of the work that has been done in educating the 
public regarding the dangers subsequent to the as- 
piration of foreign material. In the University of 
Virginia Hospital, for the two years, 1955 and 
1956, there were 29,410 admissions with only 10 
cases in which foreign body of the bronchus was 
proved by its bronchoscopic removal. This repre- 
sents an incidence of 0.03 per cent. Nevertheless, it 
does occur with sufficient frequency that its possi- 
bility should not be overlooked. 

A review of the literature reveals that there have 
been eight previously reported instances of spon- 


*From the Department of Otolaryngology, University 
of Virginia School of Medicine, Charlottesville, Va. 

Presented at the annual meeting of The Virginia So- 
ciety of Ophthalmology and Otolaryngology in Richmond, 
May 2-3, 1958. 
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Vegetable Foreign Body of the Bronchus— 


Spontaneous Pneumothorax 


W. COPLEY McLEAN, M.D. 
Charlottesville Virginia 
ROBERT H. COX, M.D. 


Lynchburg, Virginia 


taneous pneumothorax as a complication of a vege- 


table foreign body in the bronchus. Two of these 
were in the German literature and one in the French 
literature, and we were unable to obtain copies of 
the articles. The remaining five were reported in the 
domestic journals during the past twenty-five vears. 

Jackson and Jackson! describe one case in a 14- 
year-old child who had aspirated a cocklebur seven 
months earlier. This child had a large pyothorax 
which was drained by external thoracotomy. Two 
months later, when the patient’s condition had im- 
proved, the foreign body was removed broncho- 
scopically. There was an inflammatory stenosis of 
the bronchus which was completely occluded. The 
Jacksons reiterate that most instances of pneumo- 
thorax in foreign body aspiration cases are caused 
by the trauma of instruments and are usually asso- 
ciated with mediastinal emphysema and subcutaneous 
emphysema. They do state that pneumothorax has 
occurred in patients when there has been no instru- 
mentation, and these have been in the nut kernel 
group. 

Holinger, Andrews, and Anison*, in a study of 35 
tracheal foreign bodies and 318 bronchial foreign 
bodies, reported this complication in three cases, two 
of which resulted from prior instrumentation. The 
third one was a child with a tooth in the right upper 
lobe bronchus with a slight pneumothorax and min- 
imal collapse of the lung. The air was gradually 
absorbed without further complication, following 
bronchoscopic removal of the foreign body. 

Clerf* reported one instance of a slight pneumo- 
thorax in a series of 413 foreign bodies in the air 
passages. This one was caused by a bean in the 
bronchus, with resultant obstructive atelectasis of 
the entire right lung. The pneumothorax was asso- 
ciated with a marked emphysema of the neck and 
mediastinal tissues. After bronchoscopic removal, 


there was complete recovery, although a later tra- 
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cheotomy was performed for relief of obstructive 
laryngeal dyspnea. 

Rubin‘ relates one case in a 2-year-old child who 
had aspirated a peanut. Twelve hours following 
aspiration of the peanut, there was widespread em- 
physema of the subcutaneous tissues of the neck, 
chest, and abdomen. A short time later, an x-ray 
film revealed a spontaneous pneumothcrax on the 
right side. After recovery of the foreign body the 
emphysema and pneumothorax subsided spontane- 
ously and completely. 

Harkins 


months-old boy who choked and gagged while eating 


reported a single instance of an 18- 


a candy bar covered with chopped pecans 


x-rav twelve hours later showed an atelectasis of 


the right middle lobe. Two hours after hospital 


idmission, a repeat chest x-ray revealed a rig 


sided pneumothorax with partial collapse of the 


ht lung. Twenty-four hours following bronch 


scopic removal of the foreign body, an x-rav picture 


} } 


disclosed partial absorption of the air. A trach 


REPORT OF A CASE 


The patient was an 18-months-old white 


She was of normal spontaneous de liverv with normal 
srowth and development and had been in excellent 


health. While eating peanuts at home, she suddenl 
Her parents noted that immediately 


ind that he: 


nt cry 


crving voice was ab 


normal momentarily, but it rapidly returned to nor- 


ma No cough nor cyanosis was present, and no 
evidence of respiratory distress was noted. She ate 
her usual evening meal and was put to bed at the 

istomary time. Shortly thereafter, she awakened 
with considerable coughing, choking, and pulling 
nois\ respirations. 


These svmptoms continues 
ym} 


1roughout the night: the following morning medical 


dvice was sought. She failed to respond to medi- 
cations, and that afternoon the parents noted cya- 
nosis. The child was then seen by one of us (R.H.C.), 
and on examination wheezing was noted, both au- 
dibly and on auscultation. A chest X-ray Was taken, 
which showed a 50 per cent collapse of the right 
lung, due to a pneumothorax (Fig. 1); so the patient 
was referred to the University of Virginia Hospital. 

On admission, the patient was a well-developed 


and well-nourished female child, obviously quite ill, 
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present, Dut the resplra- 


1s were rapid, noisy, and labored. Wheezing was 


heard There was marked retraction of the ostal 
margins and suprasternal notch with flaring of the 

res on inspiration. -Percussion revealed hyper- 
resonance of the right chest, anteriorly and pos- 
teriorly, with normal resonance over the left chest. 


On auscultation there were decreased breath sounds 
over the entire right chest, with expiratory wheezes 
moist rales. A second chest x-ray, two hours 
ifter the first, showed further collapse of the right 
lung with the appearance of minimal! hydrothorax. 
(Fig. 2) 


were displa ed sli rhthy 


Ihe heart and other mediastinal contents 
to the left, and the right 
diaphragm was depressed. Fluoroscopy was net per- 
formed because of the urgency of the situation. The 
left lung field was normal, as well as the remainder 
of the examination. 

The infant was seen in consultation by members 
of the Chest Surgery Department, regarding the 
pneumothorax. It was decided that re-expansion of 
the lung was of primary importance and then re- 


moval of the foreign body. Consequently, she was 


taken to the operating room, where under general 
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the 
otomy became necessary pecause Of acute laryngs il 7 > 
dema, and eleven davs later the patient was dis- : a 
charged with a fully expanded right lung. Harkins Ba 
lso cites the three instances in the foreign literature, 7 E 
” 
ithcugh he thinks one of these mav have been due ; 
Fig. 1. 
to a tracheotomy. & 
PC with a rectal temperature of 104°. No cyanosis, 
_ 


Fig. 2. 


anesthesia a trocar was placed in the right anterior 
axillary line with closed drainage by a catheter 
under water. She was then positioned and draped 
for bronchoscopy. A 5 mm. by 30 cm. Jackson 
bronchoscope was introduced through an_ infant 
laryngoscope into the trachea, which was then well 


visualized. On entering the right main stem bron- 


chus, an intact one-half peanut kernel was encoun- 
tered obstructing the bronchus. This was grasped by 
a foreign body forceps and then delivered by lock- 
ing it to the distal end of the bron hoscope. Res- 
pirations and color improved, so the child was placed 
in a croupette with moisture and taken to the re- 
covery room. 

The following day she was less febrile and her 
color was improved. Respirations were slower and 
a chest x-ray showed re-expansion of the lung with 
patchy exudate throughout the right lung field 

Eighteen hours later, the respirations again be- 
came labored and rapid with a trace of cyanosis. A 
portable chest film revealed atelectasis of the right 
lower lobe, and wheezing was heard over the right 
chest. It was thought that a foreign body was still 
present in the bronchus, so she was returned to the 
operating room. Under general anesthesia, a 5 mm. 
by 30 em. Jackson bronchoscope was introduced, 
and in the right lower lobe bronchus an additional 
one-half peanut kernel was again encountered. This 
was removed with the foreign body forceps, and 
further examination disclosed a small peanut husk 
which was also removed. (Fig. 3a). 

secause of the additional instrumentation so soon 
following the previous bronch¢ scopy, a prophylacti: 
tracheotomy was performed before the bronchoscope 
A No. 2 tracheotomy cannula was 
inserted in the trachea and the child was placed in 


was removed. 


the croupette upon return to the recovery room. ‘Two 


days later, the chest catheter was removed. The post- 


operative course was rather stormy, being compli- 
cated by diarrhea and vomiting. She received paren- 


teral fluids, antibiotics, and gradually improved. An 
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old tuberculin patch test was negative. On the tenth 
day she was decannulated and, after all wounds had 
healed, was discharged from the hospital on the four- 
teenth day. 


discharge, was interpreted as normal. (Fig. 3b). She 


A chest x-ray, taken one month after 


is now well. 
COMMENT 


The physiopathology of the pneumothorax cannot 
be explained fully, but it is assumed that it was duc 
to a rupture of a subpleural alveolus or cyst into 
the right pleural space. Rubin‘, in his textbook on 
diseases of the chest, uses the explanation of the 
Macklins in explaining this phenomenon. Ii the 
alveoli are overexpanded through overinflation of 
the lungs without a corresponding widening of the 
lumen of the blood vessels which they border, a pres- 
sure gradient is created between the two and rupture 
takes plac 


lumen of the vessels without a corresponding reduc- 


Likewise, if there is a reduction of the 


tion in the size of the alveoli, leakage of air is per- 


mitted. The partial occlusion of the major bronchi 


results in the so-called “obstructive emphysema”. 


Therefore, the alveoli rupture either as a result of 


Pain in the lower back and legs may actually be 
“bursitis of the hip” and not sciatica, according to 
a Texas orthopedist. The condition, medically called 
the trochanteric syndrome, may be treated in the 
Morton 


said in the September 13 


same way as bursitis of the shoulder, Dr. 
H. Leonard, El Paso, 
Journal of the American Medical Association. 
Bursitis, a general term for several disorders. 
usually means the inflammation of the fluid-filled 
sacs that act as pads between tendons and bones. 
In the trochanteric syndrome, the bursae and ten- 
dons near the trochanter major are affected. The 
trochanter major is a projection from the thigh bone 


near where it joins the hip bone. 


the usual cause of the 


As in shoulder bursitis, 
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Hip Bursitis 


inadequate basal support of the collapsed alveoli or 
from the compensatory overdistention of adjoining 


alveoli with resultant spontaneous pneumothorax. 
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Pneumothorax as a Complication of 


104 East Market Street 
Charlottesvil 
Vedical Arts Building, 
Lynchburg, Virginia 


trochanteric syndrome is the wear and tear of every- 
day use. It is not so common or so well known as 
bursitis of the shoulder. 

rhe onset is frequently sudden, with pain on the 
f the hip ext ‘nding down the back and side of 
Pain may be referred to the lower back. 
Local tenderness in the region is constant. If there 
ire calcium deposits in the area, a low-grade fever 
may oct ur. 

Treatment may include x-ray therapy, diathermy, 
puncture of the affected bursa, and surgical removal 
of calcium. Dr. Leonard has also found that in- 
jections of the steroid hydrocortisone acetate into the 


affected part also helps. 
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N THE AUGUST 1953 issue of the Virginia 

Medical Monthly, I published a review of my 
experiences in a pediatric practice during the pre- 
vious twenty-five years with the use of heavy bi- 
manual percussion and induced cough in the diag- 
nosis and treatment of pulmonary diseases.! In 1954, 
I reviewed this article for Clinical Medicine.“ The 
present report will review again some of the altera- 
tions of physiology which result from partial and 
complete bronchial obstruction, and record additional 
observations made during the past five years, while 
using heavy percussion and cough. 

Experimental studies have shown that if any bron- 
chus is completel obstructed, the air in the alveoli 
supplied by that bronchus is absorbed—the oxygen, 
about 20°, going first, then the carbon dioxide, 
nitrogen, etc., at a slower rate. The absorption of 
these gases produces a partial vacuum in the affected 
area, and this dilates the local capillaries and pulls 
on the secretions in the bronchus and on the sur- 
rounding structures. The pain which results causes 
a voluntary suppression of coughing and interferes 
with sleep. The negative pressure, and the dilated 
capillaries both favor a more rapid absorption of 
toxins and bacteria if the block is caused by infec- 
tion and exudate, and this increases the fever. This 
same suction also might play a determining role in 
the progression of the infection by drawing infec- 
tious material deeper into the part of the lung de- 
pendent on the blocked bronchus. 

If the bronchus is not completely blocked, the lung 
tissue dependent on the partially blocked bronchus 
tends to distend, if the inspiratory efforts are more 
effective than the expiratory in getting air past a 
valve-like obstruction. The trapped air in the blown- 
up lung gives up most of its oxygen and increases 
its percentages of carbon dioxide and nitrogen. Nor- 
mal exchanges of oxygen and COs are not possible 
in the involved area and the patient has to struggle 
to stay alive if the involvement is extensive. 

Percussion, auscultation, and observation, before 
and after the use of heavy percussion and cough, 


often reveal changes which are easy to detect and to 
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Heavy Percussion and Induced Cough in the 


Diagnosis and Treatment of Pulmonary Diseases 


BASIL B. JONES, M.D. 
Richmond, Virginia 


interpret. Even if no changes occur that knowledge 
can be valuable in diagnosis. Finger-tip percussion 
done to reveal the junction cf resonance and dullness 
should be practiced routinely so that deviations from 
the normal, if present, can be found and marked on 
the skin with the finger-nail or pencil. Equally care- 
ful auscultation to detect any deviation from normal 
in the the breath sounds is also important so that 
the changes which may follow the heavy percussion 
and cough can be recognized as changes and so 
become useful in diagnosis. For example, slightly 
wheezy rales may be heard on examination. If these 
rales nearly disappear after the heavy percussion and 
a productive cough, and the breath sounds become 
louder and clearer, the rales were probably caused by 
fairly loose mucus and minor swelling of the tubes 
such as might result from bacterial bronchitis. If 
the cough is dry and little or no secretion can be 
seen while inducing the cough with a tongue depres- 
sor, and the rales not only fail to clear but become 
louder and more wheezy, the picture is obviously 
different. The latter findings suggest swelling and 
possible spasm of the tubes, and point to asthma if 
generalized, or to virus pneumonia if localized, as 
the probable diagnoses. 

Changes to diagnostic percussion after the heavy 
percussion would be slight or absent in simple bron- 
chitis but would be marked in either asthma or early 
virus pneumonia. In either of these diseases the 
original percussion would reveal hyper-resonance and 
an extension of resonance beyond the normal limits. 
Immediately after the heavy percussion, which drives 
the air from the distended lung, diagnostic percus- 
sion would reveal dullness instead of hyper-resonance 
and a shift of the line of dullness up to three inches 
in some cases. It might also reveal dullness near the 
lung root that could not be found while the lung was 
distended. These changes show that air has been 
driven through a narrowed tube and that the dis- 
tended lung tissue has been flattened. The time re- 
quired for the lung to distend again is significant 
because it reveals the degree of the narrowing. Aus- 


cultation immediately after the heavy percussion will 
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reveal louder wheezes, and, in early virus penumonia, 
may reveal crepitation near the lung root which is 
easier to detect than before the trapped air was ex- 
pelled. 


information for localizing and visualizing the pa- 


These findings obviously give additional 


thology present. 

The procedure of heavy percussion (one hand is 
placed flat on the chest and is struck firmly and with 
some pressure by the other) and induced cough was 
devised about 1929 after I became interested in mas- 
sive atelectasis, which had been subjected to consid- 
erable study shortly before the date. After I learned 
that bronchial blockage, usually by muco purulent 
secretions, was the cause, and became aware of the 
pathogenesis of atelectasis and the numerous dis- 
turbances it produc ed, I came to the belief that ate- 
lectasis, of greater or lesser degree, might be playing 
an unrecognized role in many lung infections. The 
next step obviously was to find atelectasis if it were 
present, and to eliminate it if possible as an aid to 
therapy. It seemed reasonable that heavy percussion 
might drive any remaining air through the bronchus 
with enough force to dislodge the obstructing secre- 
tions so that outside air might enter the collapsed 
part of the lung. After a few trials I became con- 
vinced that this could be done easily and with little 
or no discomfort to the patient, so I began to use 
my procedure routinely. It soon became obvious 
that no two cases were exactly alike and the differ- 
ences in response to my procedure were helping me 
greatly to visualize the pathology present. For ex- 
ample, if prompt relief of pain occurred during the 
heavy percussion, and the patient could then cough 
up sputum, and if physical examination revealed res- 
onance over the previously non-resonant area, and 
breath sounds and rales replaced diminished or dis- 
tant bronchial breathing, atelectasis must have been 
the chief offender. Another indication of atelectasis 
was the rapid fall of temperature if fever had been 
present. In other cases, varying degrees of the 
changes mentioned above seemed to reveal the extent 
of atelectatic involvement, and also seemed to parallel 
the benefit « xperienced by the patient. 

According to my original conception, some air was 
supposed to be in the collapsed lung to be pushed 
through the bronchus by the force of the heavy per- 
cussion in order to dislodge the obstructing secre- 
tions. That theory would suggest that heavy per- 
cussion would not benefit atelectasis of the newborn 
because, first, no air was present, and second, the 
bronchus was not filled with mucopurulent secre- 


tions. Further consideration, however, suggested that 
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the heavy percussion not only would compress the 
chest wall and the lung, but also weuld preduce a 
negative pressure from the rebound of the bent ribs 
immediately afterwards. Negative pressure at the 
periphery of the lung is nature’s way of getting air into 
the lung. Efforts to force air into the lung by posi- 
tive pressure are not physiologic and haven't been 
nearly so successful. With this thought in mind, 
I began to use heavy percussion, usually with two 
fingers instead of the whole hand, over the involved 
areas whenever I found diminished resonance and 
lack of normal breath sounds while examining the 
chest of a newborn infant. The usual result has been 
obvious improvement of resonance and breath sounds, 
especially if the infant had been disturbed enough 
to cry, and improvement of color if cyanosis had been 
present. No doubt the majority of the infants who 
responded to this procedure and did well would have 
cured their atelectasis later by their own efforts. Cer- 
tainly, none was harmed. 

The diagnosis of hyaline membrane disease prob- 
ably can be made positively only by the pathologist. 
There has been a considerable difference in the « pin- 
ions advanced as to the etiology of hyaline membrane 
disease, but general agreement that it is a highly fatal 
malady. Lendrum®* published an excellent discussion 
of hyaline membrane disease in 1955. His studies 
pointed to left heart failure as the direct cause. This 
failure is due to several factors. 1. The changes 
incident to ty ing the cord: the right side of the heart 
which has been pumping blood through the foramen 
ovale and the ductus arteriosus and thus into the gen- 
eral circulation, begins to pump to the pulmonary 
circulation only. The foramen and the ductus close. 
2. The left ventricle, which at that time is no more 
powe rful than the right, has to carry the load alone. 
Che comparative weakness of the left ventricle is 
probably more marked in the premature infant. 3. 
In many places the small infant is put into an oxy- 
gen enriched incubator on a slant with the head 
lowered, and is disturbed as little as possible. This 
combination favors engorgement of the pulmonary 
vessels, hy] stasis of blood, and shallow respiration, 
As pulmonary pressure increases, transudation of 
plasma into the alveoli occurs, and this interferes 
with gas exchange. Under these circumstances the 
foramen and the ductus may reopen. The poorly Oxy- 
genated blood leads to progressive failure of the left 
ventricle, and this increases the back pressure on 
the pulmonary vascular bed. The final picture is 
marked engorgement of the pulmonary vessels, pul- 


monary edema, and final left heart failure. Lendrum 
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advocated elevation of the head of the bed as a pre- 
ventive measure. 

For a good many years I have ordered elevation 
of the head of the bed whenever I have noted respira- 
tory difficulty or slowed heart rate with vomiting 
with the intent of lowering pressure in the brain and 
thereby helping the vital centers to work better. Un- 
knowingly, I have followed Lendrum’s advice and 
so may have prevented some cases of hyaline mem- 
brane disease. The affected babies seemed to do 
better and hyaline membrane disease certainly has 
occurred rarely in my practice. One newborn infant, 
seen while on service at a charity hospital, presented 
the picture of dyspnea, cyanosis, impaired lung 
resonance, and moist rales throughout both lungs. 
This baby was treated by elevation of the head of 
the bed and oxygen, plus heavy percussion over both 
lungs front and back several times daily. This was 
done by myself, the resident, or the nurse, whenever 
the baby seemed to be getting worse. Each time he 
was treated he showed some evidence of improvement. 
Breath sounds became clearer, rales became coarser, 
resonance improved, and dyspnea and cyanosis be- 
came less. He finally recovered. after several days 
of severe illness. 

SUMMARY 

Heavy percussion to be followed by a cough is 
a procedure which was devised about 1929 and used 
ever since, with increasing satisfaction. 


Partial obstruction of a bronchus, caused largely 


During the twelve months period ended June 30, 
1958, a total of 28,215 Medicare claims-payments 
were processed for Virginia doctors. In only two 
states, California and Texas, were a greater number 
of doctors’ claims paid. In Virginia the payments 
amounted to a total of $2,069,007, or an average of 
$73.33 per claim. In California the cverage payment 
was $71.08; in Texas it was $83.57. 


Throughout the United States and Territories the 


average amounts paid per claim ranged from a low 


Medicare in Virginia 


by swelling and spasm, produces chanyes in the struc- 
ture and function of the involved lung which are 
quite different from those produced by complete ob- 
struction. Both produce alterations from the normal, 
which can be found on physical examination. 

Abnormal findings, caused by both of these con- 
ditions, often can be changed by heavy percussion 
and induced cough. Detecting these changes by re- 
peating the examination, adds a new dimension 
which helps the physician to visualize better the 
nature and location of the pathologic process, and so 
shortens the way to proper treatment. 

Improvement in symptoms after the heavy per- 
cussion and cough, seems to parallel the degree and 
permanence of the changes effected. 

The indications for heavy percussion of the chest 
and elevation of the head of the bed in the care of 
certain newborn infants have been discussed. 
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of $58.04 (Wyoming) to a high of $104.03 (Alas- 
ka), with a median of $74.39. Virginia's average 


claim payment of $73.33 was, of course, pretty close 
to the median; actually per-claim payments were 
higher in 31 states (Alaska and Hawaii included) 
and were lower in 20 states (the District of Columbia 
and Puerto Rico included). 

Almost 5‘ of the total of Medicare’s “business” 
with doctors is being done in Virginia. 


Prepared from data published in the September 15, 1958, 
issue of Washington Report on the Medical Sciences. 
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Pectus Excavatum 


ECTUS EXCAVATUM is a congenital deform- 

ity involving the sternum and adjoining carti- 
lages. Usually, the deformity is most marked in 
the region of the lower gladiolus and xyphoid process 
with associated deformity of the third through the 
seventh costal cartilages. The resulting depression 
varies in degree, but if marked will result in both 
severe physiological and cosmetic aberrations. This 
paper is devoted to a discussion of this subject and 
to the presentation of an uncomplicated method of 
surgical repair in ten patients without the use of 
external traction. 


ETIOLOGY 


Since the pectus deformity consists of a depression 
of the lower gladiolus and associated cartilages, it 
is logical to attribute the defect to either (1 ) a con- 
stricting band attached to the posterior sternal re- 
gion and restricting growth in that region, or (2) 
an absence of muscular and cartilaginous growth of 
the anterior chest wall due to an embryological def- 
icet. Brown! favored the first theory and proposed 
the existence of a short central tendon which, by 
fixing the xyphisternal junction in a depressed posi- 
tion, would accentuate the deformity as growth con- 
tinued. Brodkin* favored the second proposition 
and felt that because of an absence of muscular 
growth of the anterior diaphragm in its embyro- 
logical development from the septum transversum, a 
fibrous substitution occurred in that region with 
resultant pectus excavatum. Actually, in chondro- 
sternal deformities, the anterior muscular portion of 
the diaphragm is absent, and a tendinous insertion 
replaces the normal muscle fibers. As the diaphragm 
contracts, there is, therefore, a parodoxical retrac- 
tion which we recognize as the pectus excavatum 
deformity. We feel that both these ideas may be 
partially true since there exists both a constricting 
band and a muscular deficiency which mutually 
contribute to the defect. 


From the Division of Thoracic Surgery, Department 
of Surgery, University of Virginia School of Medicine, 
Charlottesville, Virginia. 
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Lester’ has thoroughly reviewed the main as well 
as the more esoteric theories of pathogenesis of this 
deformity. 

MANIFESTATIONS 

The manifestations of pectus excavatum deformi- 
ties are essentially of two types: (1) cosmetic and 
(2) those related to mechanical deformity of the 
chest cage with faulty respiratory motion, cardiac 
displacement, compression of pulmonary tissue and 
great vessel detortion. The cosmetic deformity is 
obvious and logically lends itself to introversion 
and self-consciousness on the part of the involved 
child. Narrowing of the mediastinum with shifting 
of the heart to the left has the mechanical disad- 
vantage of decreasing respiratory efficiency and in 
severe cases, causing cardiac failure.’ A finding 
which may not have an early clinical significance 
is the electrical deviation of the electrocardiogram.® 
Numerous cases of cardiac manifestations due to the 
excavatum deformity have been presented and may 
take the form of paroxysmal tachycardia*® due to 
pressure on the heart itself, great vessel distortion 
with resultant axis deviation’ and possibly pul- 
monary hypertension. Most writers urge that repair 
of the pectus deformity should be carried out prior 
to development of symptoms and between the ages 
of three and eight years. During this age span, the 
surgical procedure is easily performed and is facili- 
tated by the lack of heavy chest musculature, the 
absence of thick, cartilaginous and bony sternal 
plates and a rapid convalescence unfortunately ab- 
sent in the older age groups. Our own observations 
on the incidence of symptoms have been in agree- 
ment with the views of Lindskog.S We believe that 
a minority of patients with pectus excavatum ac- 
tually have symptoms which can be specifically 
related to the deformity. Children under the age of 
four or five years often give a history of frequent 
respiratory tract infections, and this finding is quite 
common to the excavatum deformity. It is, however, 
only conjecture to relate this pectus deformity to 
inadequate removal by cough of bronchial secretions, 
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and the relationship may be more apparent than 


real. However, it seems surgically scund to correct 
this deformity during a period in life when symp- 


toms are minimal and the repair is associated with 
a low complication percentage. It is also our obser- 
vation that those patients although usually smaller 
than the norms for their age do not have other 
congenital deformities. There have been several 
children in our series with congenital laryngeal 
stridor. These two conditions, respiratory infection 
and laryngeal stridor, when they exist in connection 
with pectus excavatum, certainly play a part in en- 
couraging and exaggerating the deformity in the 
soft and unstable anterior chest wall. (Chart 1) 


Cuart I 

Pectus ExcAVATUM 
Cardiac Respiratory 
Case Age Symptoms Infection Complications Result 
1 mos. 0 yes good 
2 yrs. good 
3 yrs. good 
4 yrs. fair 
5 yrs. good 
6 mos. ; good 
7 yrs. good 
8 16 yrs. good 
Gg 4 yrs. good 
10 5 yrs. good 


REPAIR 
Most surgeons agree that the operation is a major 
procedure which involves the removal of the de- 


formed and incurving cartilages and the division 
of the sternum by an osteotomy so that it can be 


A. Pectus Excavatum Deformity 


elevated to the level of the remainder of the anterior 
chest. Some use t-action to maintain the corrected 
position,!-®*-9-10 while others do not consider it neces- 
sary.!! We believe that external traction is not 
necessary in those patients under 15 years of age, 
and, depending upon the type of chest wall, its 
thickness, degree of deformity, musculature, etc., it 
may not be necessary in the older age groups as well. 
We are presenting ten cases of pectus excavatum 
repaired without the aid of external traction, and 
do not believe that these results could be improved 
upon through the use of external traction. This 
method of repair avoids the obvious disadvantages 
of external traction, and the risk of an infected 
wound. 


TECHNIQUE 

The technique is essentially similar to that de- 
scribed by Ravitch’, and consists of a mid-line 
incision from the level of the second or third cartilage 
to the tip of the xyphoid process exposing the rectus 
abdominis insertions. Musculocutaneous flaps are 
elevated bilaterally to expose the costosternal junc- 
tions, and the third through the seventh costal carti- 
lages are carefully removed in a subperichondrial 
fashion. Care must be used to avoid pleural tears. 
The sternum is then elevated by blunt dissection from 
the underlying mediastinal tissue. This can be done 
quite easily, since there is predominantly areolar 
tissue beneath the sternum and only the xyphisternal 
region is fixed by a fascial band. The xyphoid proc- 
ess is frequently poorly developed in children and 


may be preserved or sacrificed at the discretion of 


Fig. I 


B. Pectus Excavatum Repair on Seventh 
Postoperative Day 
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the surgeon. A transverse sternal osteotomy is per- 
formed at the point where the sternum is angulated 
inward. In order to preserve and accentuate the 
resulting elevated position, periosteal sutures of fine 
Each 


sutured 


inter- 
to the 
external periosteum of the rib above. In this way, 


wire are placed across the osteotomy. 
costal bundle is then divided and 
the sternal plate is maintained in its elevated posi- 
tion. At the completion of the procedure, a small 
Penrose drain or water-sealed tube is placed in the 
substernal region and the skin edges are closed in 
layers with fine silk sutures. Drainage will be only 
minimal if delicate dissection and strict hemostasis 


have been observed. 


te 


Fig. 


Pectus Excavatum Deformity 


COMPLICATIONS 

The removal of costal cartilages three to six, and 
the sternal osteotomy produces a moderate degree 
of paradoxical motion. This paradoxical motion 
may decrease the ability to cough, clear secretions 
and reduces respiratory efficiency. This is actually 
not a complication since it is a condition associated 
with all chest wall repairs. Furthermore, we have 
had no cases in which tracheotomy or devices for 
stabilization of the chest wall were considered neces- 
sary. During the freeing of retrosternal tissues or 
cartilages, a small tear is often produced in one or 
the other pleura. This is usually recognized and 


ciosed. 


However, a portable chest film in the 


II 


B. Pectus Excavatum Repair on Seventh 
Postoperative Day 


Fig. III 
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immediate postoperative period obviates the problem 
of an unrecognized pneumothorax. If there is any 
question, the space may be evacuated with a single 
needle aspiration, but water-sealed drainage for 24 
hours is safer and more efficient. 

Infection of the substernal space is a rare occur- 
rence if adequate drainage and antibiotic coverage 
is used. Meticulous hemostasis during the repair 
is mandatory to decrease wound edema, serum or 
blood formation, and to allow per primum healing 
II, and IIT) 

The patient has usually stabilized his chest wall 


to occur. (Fig. I, 


so that no further paradox occurs by the fourth or 
fifth day. Since complete stabilization is not com- 
plete for from two to four months, a removable plas- 
ter jacket is worn during the day to protect the chest 
while playing.” 


SUMMARY 
A brief discussion of the two main etiological the- 
ories and manifestations of pectus excavatum is 
related. Ten cases of pectus excavatum repair with- 
out external traction are presented and this type of 


repair is advocated. 
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Cause Many Strokes 


A large percentage of strokes are caused by ob- 
structions in the arteries of the neck. The obstruc- 
tions, frequently resulting from hardening of the 
arteries, reduce the flow of blood to the brain, pro- 
ducing the symptoms of stroke—weakness, loss of 
speech and the ability to understand, visual dis- 
turbances, and mental dullness. Other possible 
causes of stroke are blood clots, capillary hemor- 
rhage, or blood vessel spasm in the brain. 

Careful diagnosis of the cause of the stroke must 
be made in order to decide the proper treatment. 
Occlusions in the neck arteries are readily diagnosed 
through the use of x-ray. 

Since the obstructions lie in the neck, they can 
be treated by “direct surgical attack,’ according to 


Drs. E. Stanley Crawford, Michael E. De Bakey, 

and William S. 

of Medicine and the Methodist Hospital, Houston. 
Writing in the October 4 Journal of the American 


Fields, Baylor University College 


Medical Association, they said the surgery may take 
the form of actual removal of the obstructed part 
of the artery or the creation of a grafted by-pass 
around the occlusion. They have surgically treated 
43 patients who had occluded internal carotid, in- 
nominate, subclavian or left common carotid arteries. 
These arteries all lead through the neck to the head. 
Since surgery signs suggestive of impending stroke 
have cleared in all patients, and episodes of recur- 
rent strokes which had occurred in 14 patients before 
operation have not recurred in any patient. 
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HE FOUNDATION of fluid therapy was laid 
in the early seventeenth century when Harvey 
published his classical monograph. Soon after this, 
Sir Christopher Wren injected various substances 
into animals and recorded his results. The pioneer 
inorganic chemists of the early nineteenth century 
stimulated physicians in Great Britain to study pa- 
tients with cholera during one of the epidemics there. 
Distinct changes were noticed in the blood and 
stools of the victims. By injecting apprepriate re- 
pair solutions of sedium chloride and sodium bi- 
carbonate, dramatic improvements in morbidity and 
mortality were obtained. 

This work, although published,’ was largely for- 
gotten for almost a hundred years unti! the great 
modern biochemists* rediscovered and develcped these 


£9.10 


principles. Pediatricians, dealing with diabetic 


coma, applied them clinically. More recently, sur- 
yeons?45.11,12 have realized the tremendous appli- 
cability in such conditions as burns, crushing in- 
juries, intestinal obstruction, and in many similar 
acutely ill patients. 

Fluid therapy offers some of the most dramatic 
results in medicine on the one hand, and on the 
other, severe danger of overtreatment. One cynic 
has said that probably at one time, more acutely ill 
patients were done in by this therapy than were 
saved by it. 

There are at least two good reasons why the prac- 
In the 
first place, a rational approach simplifies the prob- 


titioner should be a master of this subject. 
lem rather than complicates it. A simple example 
may illustrate this: The average medical student 
expends a large amount of time in acquiring a good 
knowledge of gross anatomy, but unless he uses this 
knowledge in his work, some of it, at least, slips 
away so that the average competent practitioner 
would be hard put to diagram the Circle of Willis. 
Now, this same student spends as much, or more, 
time on the basic principles pertinent to fluid ther- 
apy, and if he correlates them and uses them in his 
clinical practice, they will stay with him just as 
anatomy does with the surgeon. 


The second and compelling reason for urging the 
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extra effort necessary to master this therapy is that, 
as Moore* has pointed out, the homeostasis of the 
body has been developed and perfected over millions 
of years and the clinician should be well advised 
before he tampers with it. It may be true that most 
patients recover when treated “by ear” as it were, 
still in the critical case, the compensating mecha- 
nisms of lung, kidney, blood buffers, and the usual 
clinical signs may be dangerously unreliable. Re- 
sponses to rational therapy can be dramatic, life 
saving, and among the most satisfactory experiences 
in medical practice 

With regard to terminology, the former diagnosis 
of “dehydration” is incomplete in modern parlance. 
Just as the diagnosis of intestinal obstruction should 
be modified by adjectives such as high or low, simple 
or strangulating, mechanical or paralytic, similarly 
should the diagnosis of fluid imbalance be descrip- 
tive. 

A four-point descriptive classification will be 
used. This system was first described by Carl 
Moyer® and covers all phases of the problem. Al- 
though they are listed separately, in practice they 
are apt to be blended into clinical composites and 
several of these will be shown. 

I. Volume Errors 
II]. Osmolar Errors 

III. Compositional 

defects ) 


Errors (includes acid-base 

IV. Distributional Defects (sequestered or third 

space fluid) 

A diagnosis is incomplete unless it considers each 
point above. The laboratory is of great importance 
in supplying the second and third points but is of 
no help in the first and fourth where the history and 
physical must be utilized. 

Laboratory readings alone are only one facet of 
a patient’s condition and can be misleading. For 
example, normal serum sodium values may be found 
in patients with shock from rapid fluid and elec- 
trolyte loss, and also in edematous patients with ex- 
cess fluid and electrolytes due to heart failure. 

Normal serum sodium in our hospital is 138 to 
146 meq/L. Since it is the chief osmolar constituent 
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of extracellular fluid, including plasma, in practice 


we can relate osmolar tension directly to sodium 
levels, neglecting the potassium and anion fractions 
which are, of course, important in their own right 
for other reasons. 

With a screening electrolyte report in hand, the 
clinician can construct his own “Gamblegram” ig- 
noring the magnesium and calcium values on the 
cation side and the protein, sulfates and organic 
acids on the anion side. Each side should total about 
145-150 meq/L in normal osmolarity, and must be 
equal to each other because of the law of electrical 
neutrality of electrolyte fluids. For example, if ca- 
tions total 135 meq/L, anions must also total this 
amount. The body fluid in such a case would be 
hypotonic 

In this discussion, seven clinical conditions will 
be considered. In these, the first and second points 
of Moyer’s concept are of chief importance, although 
the others can also be involved. 


CONDITIONS ASSOCIATED WITH LOW 
SODIUM VALUES 

1. Water Intoxication 

This is an excess of body water combined with a 
lowered osmolar tension. It develops whenever there 
is a net gain of water and a net loss of electrolytes. 
It is the most common fluid electrolyte disorder and 
the one most often mistreated. Symptoms may range 
from simple ‘“‘hospital headaches” to renal shutdown, 
convulsions, coma, and death. 

Although the Chinese water torture was based on 
water intoxication, normal people handle excess 
water well unless they are given posterior pituitary 
extract. 

Patients subject to stress, however, set in motion 
a chain of events which leads to dilution of the 
blood. 
scribed by Selyet and documented by F. D. Moore5 


This is part of the “Alarm reaction” de- 


and others. Antidiuresis is mediated by the posterior 
pituitary. There is a rapid mobilization of potas- 
sium and water from the cells. Potassium is excreted 
but sodium is retained at first. The stress may be 
from trauma, surgery, acute and many chronic vis- 
ceral diseases, especially those of lung, liver, and 
kidney. Much of the water is endogenous. This is 
clearly a mechanism on the part of the body to main- 
tain circulation in the face of a threat to it. At- 
tempts to diurese the patient with distilled water 
and glucose are especially harmful. Electrolytes 
should be used with caution. 

When the body water reaches a certain limit, 
sodium appears in the urine. This is related to the 
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cessation of aldosterone secretion and is particularly 
inappropriate here for it further lowers the osmolar 
tension. It is as though the body senses the increased 
volume and instructs the kidneys to begin excretion 
of sodium. Adrenal cortical failure (Addison’s Dis- 
ease) and renal tubular disease will also cause loss 
of sodium and should be differentiated. 

Now if this patient loses more electrolytes, either 
externally by vomiting, Wangensteen suction or 
diarrhea, or internally by low intestinal obstruction, 
burns, crush injury or massive infections, serious al- 
terations develop in the body. In the brain, the situ- 
ation becomes rapidly critical. The blood brain bar- 
rier is impervious to salt, and the brain takes up 
water to maintain equal osmolar pressures. The 
brain swells in its closed cage and symptoms of 
increased intracrania] pressure develop. These pro- 
gress through the textbook stages of compensation 
to decompensation and death, 

As might be expected, the severity of symptoms 
and signs are directly related to the rapidity of 
onset of the condition. Thus coma may 
with a sedium no lower than 120, or the sodium 
may go even lower with fewer symptoms if the onset 
is more gradual. 

The symptoms and signs of water intoxication are 
mostly those of the central nervous system already 
mentioned. Papilledema will develop if enough time 
has elapsed but is not essential for diagnosis. Also 
seen are headache, nausea, vomiting, dimness of 
vision, and cramping of muscles (heat cramps). 
There are signs of increased rate of extrarenal loss 
of water such as salivation, lacrimation, and watery 
diarrhea. Finger printing of the skin is a very 
It is not 
a pitting edema but a characteristic sign which can 


useful sign when the weather is not hot. 


be obtained over any bony prominence. The chest 
shows the signs 6f pulmonary edema and the renal 
signs are oliguria progressing to anuria. The differ- 
ential diagnosis includes the other causes of low 
sodium to be discussed. 

In treatment, prophylaxis is most important. Avoid 
excess water in susceptible patients, especially those 
losing electrolytes from any route. Thirst is a par- 
ticularly unreliable symptom, especially with pain 
or shock. Patients with Wangensteen suction should 
not be allowed water by mouth. Tap water enemas 
may be dangerous, especially in children. Adequate 
therapy may prevent renal failure, including many 
causes of renal shutdown. 

In the usual case of developed water intoxication, 
expectancy will generally suffice. These patients 
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lose water rapidly by extrarenal routes and, as they 


do, the renal functions improve and diuresis occurs. 
If there is severe renal insufficiency, or if CNS symp- 
toms are severe, then hypertonic saline is justified. 
The physician must be certain that there is a true 
defic iency of sodium (see 2. below) for if there is 
not, pulmonary edema is particularly apt to develop 
and hard to treat. Hypertonic saline should be given 
slowly, in small infusions of 3% NaCl, not over 300 
cc. at one time, with constant observation for pul- 
monary edema and thirst. The response may be dra- 
The 


watched for diuresis before venturing another small 


matic. patient should be re-observed and 


infusion, if necessary. 


2. Low Sodium 
(“War Edema’’) 
This is much less common but differentiation from 


the above condition is important. In this condition, 


Concentration With Starvation 


total body stores of sodium are adequate. The edema 


is due to low protein (oncotic pressure). The sodium 
concentration is low but the therapeutic need is for 
calories, especially in the form of protein. It occurs, 
of course, not only in war, but in any chronically 
starved patient. The symptoms and signs are much 
like 7. below. 


but the plasma defect is caused by the sedium los- 


In nephrosis, the pattern is similar, 


ing tubules plus the low protein effect. 


Acute Desalting Water Loss 
The “desalting water loss” term was coined by 
Francis Moore (to ré plac e the older term of de hvdra- 
tion). Although the acute form is less common than 


the chronic, (4. below) it is of intense interest. 
Much of the dramatic early work was done over one 
hundred years ago on cholera, the first published 
“Lancet”’. 


and electrolyte can 


report being in Any acute loss of fluid 


illness with 


produce critical 
shock and/or renal shutdown. Cases of cholera can 


be fatal in a matter of hours by this mechanism. 
Though the hematocrit may rise, the sodium may 
remain normal until the repair phase begins when 
it drops by dilution. Much of this repair water may 
be endogenous. 

Treatment is with isotonic saline, adding potas- 
If shock is 


present, colloid solutions, even blood, may be needed. 


sium later as the renal output improves. 


Large quantities may be necessary and can be pre- 
dicted on the basis of the increase in hematocrit, 
assuming the extracellular fluid to be 20‘. and the 
plasma to be 4% of the body weight. 

In acutely ill patients, it is of importance to follow 
the urine output carefully as a guide to therapy. 


There is a mechanical contrivance now on the market 
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which will allow for collection of hourly 


samples 


of urine in the absence of a special nurse.® 

4. Chronic Desalting Water Loss 

Chronic desalting water loss is much more common 
and thus of more importance, although less dramatic, 
than the acute. The patient appears sleepy and 
apathetic with loss of interest in smoking and in 
his surroundings. The skin is “sticky”, (a sign 
less valuable in an older person), the eyeballs are 
soft and sunken. There is tachycardia and ortho- 
static hypotension, the veins collapse and are hard 
to needle. The tongue is wrinkled, longitudinally, 
and quite dry. Harpo Marx once pantomimed this 

mdition by scratching a match on his tongue. 
made by history of loss of water 
chronic diarrhea, with the picture 
bove, and the sodium concentration is low. 
: is similar to that listed above (3) 
rhere is also a need for potassium but this should 
not be pushed until renal output improves 

5. True Desiccation 

rhis is hypertonicity due to water deprivation. It 
be caused by diabetes insipidus, exces- 
sive loss of water due to severe heat, or tra heotomy. 
Symptoms consist of thirst (if the patient is alert), 
restlessness, and if the room temperature is over 


65°F., there should be an increase in body tempera- 


ture and a warm, flushed skin. This is an atropine- 


like effect due to cessation of sweating. The sodium 


level will be over 140 meq/L. There is pre-renal 
azotemia. Treatment will be water by mouth or 


intravenously with glucose, if necessary, taking care 


to avoid excess water, particularly with renal insui- 
ficiency. 

6. Hvypertonicitv—Due to Solute Loading 

This is almost identical to the above except that 
it occurs only in unconscious patients who have been 
tube fed with excess ingestion of solutes over the 
water available. Since they cannot complain of 
thirst, they develop severe hypertonicity. 

Finally, there is a condition in which, although 
the flame photometer gives a normal serum sodium 
reading, there is an excess of body water. 

7. Body Water Excess With Normal Sodium Level 

Actually, of course, the body sodium is in excess. 
rhis may be due to circulatory failure or it may be 
due to the excess infusion of sodium containing fluid, 
particularly in the presence of low body pretein. 
So called “primary aldosteronism” with sodium re- 
tention can cause this picture. A final cause might 
be sudden overloading of the circulation due to the 


rapid reabsorption of large amounts of sequestered 
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fluid, for instance that due to surgical release of a 
low intestinal obstruction. The symptoms and signs 
are quite similar to those of low sodium concentra- 
tion with starvation. These include pitting edema, 
distended veins, a loud p2, dyspnea on exertion, loud 
heart sounds, pounding pulse, diminished breath 
sounds, tachypnea, basilar rales, anasarca, vomiting, 
diarrhea, and edema of the visecra as seen at lapa- 
rotomy. 


COMPOSITIONAL DEFECTS 


These can be divided into the main headings of 
potassium and calcium errors and defects in acid- 
base metabolism. 


Potassium 


Normal values in our hospital run between 4.1 and 
5.6 meq/L. An abnormally high figure (hyperkale- 
mia) is particularly apt to be associated with poor 
renal function or shutdown. It may also follow a 
rapid destruction of tissue or excessive response to 
trauma or stress. Overtreatment with potassium salts, 
even excess ingestion of fruit juices with low renal 
output, may cause hyperkalemia, particularly in 
stress situations. The chief danger is cardiac arrest, 
the heart stopping in diastole. The electrocardio- 
gram is typical with higher T waves and ST seg- 
ments, progressing to disappearance of T waves and 
heart block. 


formerly ascribed to uremic enteritis and include 


The gastrointestinal signs are those 


nausea, intermittent colic and diarrhea which may be 
bloody. Since the laboratory can only measure the 
plasma fraction of potassium, and this is such a 
small proportion of that actually contained in the 
‘body, it is important to anticipate potassium errors 
by history, physical examination, and electrocardio- 
graphic study before the laboratory readings become 
excessive. 

The treatment of potassium excess is its preven- 
tion, particularly under the conditions described 
above. Efforts should be made to encourage renal 
function. Digitalis is particularly dangerous with 
high potassium and should be used only when spe- 
cifically indicated. 

Potassium deficits (hypokalemia) should be an- 
ticipated whenever there is severe illness or starving 
with wasting of body substances. The normal stores 
of potassium are lost through the kidneys and must 
be replaced either by ingestion as food or by paren- 
teral fluids containing significant amounts of potas- 
sium. Ringer’s solution is not one of these and 


isotonic saline will dilute potassium and make the 


existing situation worse. 
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The symptoms and signs of moderate deficit of 
potassium are weakness, anorexia, and muscle trem- 
ors with hyperactive reflexes and speech. The EKG 
shows low voltage with a flat T wave and depressed 
ST segments. Clinically, the muscles feel soft and 
the patient is apathetic. He may improve a little and 
then become worse after infusion of ordinary Ringer's 
or normal saline. 

With further depletion of potassium, the above 
signs become much worse and there is great mus- 
cular weakness which may terminate in flaccid 
paralysis with absent tendon reflexes. There is dis- 
orientation progressing to coma. The patient picks 
at his bed clothes (carphologia), the muscles feel 
like half-emptied hot water bottles and the body 
takes on the configuration of the cadaver on a marble 
slab. Early postoperative obstruction, due to ileus, 
can often be much improved by energetic treatment 
with potassium, 

The treatment of hypokalemia includes its preven- 
tion by anticipation and using significant amounts 
of potassium in the repair fluids. Electrolyte #1, or 
#2, as put out by Baxter Laboratories, is a satisfac- 
tory repair solution. Potassium salts may be given 
by mouth as enteric-coated tablets but are best 
given as food, particularly fruit juice, provided that 
it is tolerated. In desperate conditions in which an 
excess of water is not wished, potassium may be given 
in concentrations as high as .447. It should always 
be given slowly and intravenously, particularly with 
impaired renal output or with a patient who is 
receiving digitalis. 

Calcium Deficits 

In our hospital, the normal adult calcium level 
is 9 to 10.5 mg. per cent. There are only about 10 
grams of ionized calcium in the entire extracellular 
fluid and deficits occur rapidly. Acute pancreatitis, 
generalized peritonitis, massive infection such as 
hospital gangrene and burns during the sloughing 
and early granulation stages are examples of con- 
ditions which rapidly use up the body calcium. 

With the rapid depletion of serum calcium, mo- 
bilization from the bones cannot keep up and symp- 
toms may develop rapidly. A separate cause of low 
plasma calcium is the giving of repeated citrated 
blood transfusions where the excess citrate removes 
the ionized calcium from the plasma. The rapid 
repair of large extracellular fluid deficits using fluids 
without calcium may cause the rapid onset of symp- 
toms. 

In practice, of course, the most common cause 
of the low calcium syndromes is that due to hysteria 
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with overventilation and respiratory alkalosis as 
described below. 

The symptoms and signs are identical with those 
following ablation of parathyroid tissue and are: 
numbness and tingling of the extremities, nose and 
ears, cramping of muscles, hyperactive reflexes, 
Chvostek’s sign, progressing to sustained clonus with 
respiratory stridor and typical tetanic convulsions. 

Acid-Base Deficits 

The mechanism for the control of body pH is most 
interesting and complicated; clinically, however, it 
can be reduced to rather simple principles. Body 
pH is maintained rather closely within the range 
of 7.35 to 7.45. The end products of metabolism are 
acid and the body normally excretes this acid via 
the lungs and kidneys. Now there may be fluctua- 
tions in acidity such as those due to gastric digestion 
with its alkaline tide of urine, or losses of acid due 
to vomiting, or excess acid due to renal failure or 
diabetes mellitus. Respiratory changes and diseases 
of the lung affect the excretion of carbon dioxide. 
In any of these conditions, the pH of the body is 
only very slightly affected except in the extremes of 
disease due to the remarkable group of buffers. Buf- 
fers act as shock absorbers taking up and balancing 
the excess acid or base so as to keep the body pH 
normal. Next, the body has to excrete the offending 
agent in order to restore the efficiency of its buffer 
systems. The main agent for doing this is the kidney 
which has several systems but is somewhat slow and 
ponderous. The lungs are the rapid, volatile method 
for losing or retaining carbon dioxide to maintain 
normal pH. 

In the lungs, this system consists of carbonic acid, 
the blood bicarbonates and carbonic anhydrase, 
which, of course, is the enzyme for the breaking 
down of carbonic acid to COs and water. The ratio 
of bicarbonates to carbonic acid in health is 20:1. 
This is the most common and most important ex- 
ample of the Henderson-Hasselbach equation for 
buffered solutions. So we see that if excess acid or 
base is absorbed by the body, in order to maintain 
normal pH, the lungs excrete or hold back on carbon 
dioxide to maintain the ratio at 20:1. 

For example, in diabetes mellitus, the excess acids 
are rapidly taken up by the buffer systems and the 
pH stays within the normal range, at least at first. 
In this patient, the laboratory would show a lowered 
CO, combining power, formerly known as alkaline 
reserve. The body excretes the excess carbonic acids 
via the lungs as evidence by Kussmal breathing. 
Conversely, should the body lose acid as with exces- 
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sive vomiting, the bicarbonate values would go up 
and breathing become shallow to retain carbon 
dioxide. 

Aberrations of respiration are, of course, possible 
and this explains the alkalosis that develops with 
the overbreathing of hysteria. The abnormally low- 
ered COs swings the ratio to the alkaline side. This 
situation normally does not persist long enough for 
the kidneys to compensate it by retention of bicar- 
bonate. 

Actually, there are about nine conditions of acid- 
base imbalance, the more important of which have 
already been described. The remainder of these fit 
nicely into the following graph adapted from Peters 
and Van Slyke.‘ 

This graph may be a nightmare to the average 
freshman medical student but it actually correlates 
very nicely the relations between pH, carbon dioxide 
tension in the lungs, and the CO.CP in the plasma. 
One sees that when the pH swings either to the left 
or to the right of the extremes noted for body health, 
then a decompensated condition exists. One further 
sees that even though the pH is within the extremes 
for body health, compensated clinical acidosis or 
ilkalosis may exist. These conditions may be meta- 
bolic or respiratory. One finally sees that the ex- 
treme acidity for the bedy in life is about 7.0. (Even 


this is not compatible with much duration of life.) 


Respiratory Acidosts 

This is due to inability of the bedy to proj erly 
excrete carbon dioxide. This accumulates carbonic 
acid and tilts the ratio towards the acid side. Clin- 
ically, it is due pre bably most often to poor anes- 
thesia; for example, a closed anesthesia system with 
a poor CO, resorbing system or excess dead space 
in the tubing. Other causes might be severe respira- 
tory infections, morphinism, pulmonary emphysema 
or fibrosis, cardiac failure, respiratory obstruction 
from any cause, and crushing injuries of the chest. 
This is probably a common cause of death in drown- 
ing. The only way that it can be accurately diag- 
nosed is by taking a blood pH reading and the only 
satisfactory treatment is adequate ventilation. The 
existence of the condition is one of the best argu- 
ments for early tracheotomy. 

F. D. Moore* has emphasized the extreme rapidity 
with which respiratory acidosis can develop to fatal 
levels in a patient who appears to be of good color. 
There is no direct relation with oxygenation. The 
patient may look pink and the blood pressure curve 


may increase or can give no warning. It is prob- 
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tion. Since the diagnosis is so difficult, anticipation 
and prevention are the keystones of treatment. 


ably the most common cause of ventricular fibrilla- 


unless the COoCP is below 30 meq/L and falling. 
As is so often the case, the best treatment is antici- 


pation and prevention. Good preoperative repair 
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Hypokalemic Alkalosis 

This is a compositional defect of great clinical 
importance, although somewhat rare in practice. 
Clinically, this follows excessive vomiting in a pa- 
tient with normal or increased gastric acid; the 
classical indication is an obstructed active duodenal 
ulcer. The patient loses large amounts of gastric 
fluid and he starves, and in so doing, mobilizes large 
amounts of body protein, potassium and water. These 
are lost in the vomitus and also through the kidneys. 

The usual laboratory picture is a high pH and 
CO.CP with low chloride and potassium. The so- 
dium concentration may be normal. The urinary 
volume is generally normal and is, in part, respen- 
sible for the loss of potassium. Actually, hypokale- 
mia is not seen with established anuria. 

It is very difficult to reproduce hypokalemic al- 
kalosis although this has been done in healthy medi- 
cal students by giving large amounts of ACTH and 
keeping them on gastric suction. 

In practice, the patient may have done fairly well 
until he is submitted to surgery. At this time, be- 
cause of the stress conditions previously described, 
and dilution by endogenous and parenterally given 
fluids, the situation becomes much worse. The bor- 
derline condition may become critical. Moore states 


that such a patient should never be operated upon 
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fluids should contain adequate amounts of potassium 
and if the situation is acute, ammonium chloride, 1% 
may be indicated. 

In the study of acid-base problems, the hospital 
which is fortunate enough to have a potentiometer 
can get an accurate estimate of the patient’s exact 
condition by a pH reading and a CO2CP. Reference 
to chart I should establish the chemical diagnosis. 
To know the COz only is somewhat like knowing the 
latitude without knowing the longitude. Having the 
pH reading fixes the condition accurately. If such 
a reading is not available, the clinician can substi- 
tute the history and physical with particular refer- 
ence to the state and character of the respirations 
and pH of the urine. 

It is here appropriate to mention that the CO.CP 
should be reported by the laboratory both as volumes 
per cent and in milliequivalents. This is because 
clinicians long accustomed to interpreting results in 
volumes per cent may be misled by the milliequiva- 
lent report which is, of course, less than half that of 
the former. There have actually been cases in which 
patients with normal values have been mistakenly 
treated for acidosis. 

The above does not detract from an enthusiastic 
acceptance of the milliequivalent system which is 


far superior to milligrams in computing osmolar- 
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values. It has been well said that to compare elec- 
trolytes by weight is as illogical as is to compare 
engines by pounds. The milliequivalent system gives 
interchangeable units, of particular value in com- 
puting osmolarity. 


DISTRIBUTIONAL SHIFTS 


This is the fourth and final phase of Moyer’s 
descriptive system. 

It is easy to lose sight of the fact that in a 160- 
pound male, a one-plus generalized edema can se- 
quester 3000 cc. of fluid. Similarly, burns, massive 
infections or allergy, pancreatitis and crush injuries 
can cause profound occult depletions in a matter of 
hours. This fluid is lost to the body economy just 
as though it has drained externally. Another ex- 
ample of translocation of fluid is that which obtains 
in low intestinal obstruction. These 


ot 


are examples 
what has been called “third body space for loss 
of fluid”. Low intestinal obstructions may be par- 
ticularly insidious from a fluid standpoint because, 
unlike the higher obstructions, there may be no 
vomiting and large amounts of fluid may be trans- 
located into the lumen and into the edematous wall 
of the gut. An illustrative case report (Case IV) is 
appended to this paper. 

Low intestinal obstructions require large amounts 
of repair solutions in the critical case as do other 
types of distributional errors. 

Reabsorption of this sequestered fluid occurs, of 
course, if the patient recovers and may flood his 
This 
is well known in cardiac lesions but is less generally 


circulation with excess fluid and electrolytes. 


appreciated with the diuresis that occurs with burns. 


If the re 
is impaired renal and cardiac function. this danger 


may be much more acute. 


crush injuries, and intestinal obstruction. 


The diagnosis of the flood tide of diuresis. there- 
before, may be critical. Good nursing care is impera- 
tive.® 

It is here pertinent to mention the dangers of 
overtransfusion of blood. Patients with rapid de- 
pletion of extracellular fluid may present a shock- 
like picture which is quite similar to that due to 
hemorrhagic shock. It is granted that some of these 
patients need both blood and repair solutions of 
electrolytes and fluid. However, once the need for 
whole blood has been met, excess blood can be dis- 
astrous for the continuing need, of course. is for 
repair solutions of fluids and electrolyte and blood 
is contraindicated. Blood 


available, can be most helpful. 


volume studies, when 
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When the need for whole blocd has been met and 


the patient does not do well, or responds and then 
relapses into a shock-like condition, the question 
lies between continuing hemorrhage or the need for 
more repair solution. Further blood, if not indi- 
cated, can be most dangerous causing pulmonary 
edema, right-sided heart failure, and an iatrogenic 
lung condition best described as “liver lungs” in 
which the pulmonary circulation is crammed with 
blood cells and the patient dies of overtransfusion 
of blood and underinfusion of fluids and ele trolytes. 

The morbidity and mortality of blood transfusions 
are well known. At least 3000 deaths yearly are 
directly ascribed to transfusion reactions. The mor- 
tality for simple blood transfusion is probably as 
great as that for simple al pendec tomy. 

Transfusions of whole blood should logically be 
given before the dilution effect has occurred, for at 
this time, the strain on the circulation may be sig- 
nificant. Also, the postoperative hydremia previously 
described gives a false picture of anemia just as the 
time when the transfusion is most hazardous from 
the circulatory standpoint. 

The several clinical states described above cover 
the main variations possible with fluid and electro- 
lvte imbalance. It should be remembered that it is 
not only possible but probable that combinations of 
these will exist clinically. Obviously, also, similar 
effects will have additive values and opposing effects 
may cancel each other: for example, the body tem- 
perature may be driven up by osmolar over concen- 
tration and down by ECF deficit with a norm] 
temperature as a net result. 

TREATMENT 

The details of treatment have already been alluded 
to in describing the several conditions noted above. 
Usually 


disturbances of volume and osmolarity can be treated 


Certain principles should be stated here. 


together but the priority, if any, should be given 


osmolar errors fi 


r these may seriously handicap the 
body economy. Accurate diagnosis js imperative, for 
error may be fatal. 

In selecting the solution for repair, if there is an 
acid-base imbalance, this deserves next priority. 
Of these acidosis is the most pressing and should 
be treated with sixth molar sodium lactate or Hart- 
man’s solution, giving enough to control dyspnea. 
With alkalosis, potassium chloride will usually suf- 
fice if there is good renal function: if not. or if the 
need is pressing, dilute hydrochloric acid or 1% 
ammonium chloride solutions are available, although 
somewhat exotic. 
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When osmolarity is increased, water will be neces- 
sary. Give glucose and water parenterally if the 
oral route is not available. There is some risk of 
cardiac strain, which can be dealt with separately 
if it supervenes. Pure distilled water is still found 
in some hospitals and can be given inadvertently 
with certain hemolysis and renal damage which may 
be fatal. For this reason it should not be marketed 
or stocked. 

For potassium deficiency, ordinary Ringer’s solu- 
tion is entirely inadequate because of the tremendous 
amounts needed to replenish the intracellular space. 
Repair solutions with up to 36 meq/L (Baxter’s #1) 
to the liter are commercially available. The total 
body deficiency may be over ten times this amount, 
but fortunately, most of this can later be given as 
food or fruit juice as the clinical condition improves 
and the ileus subsides. The common tendency is to 
undertreat potassium deficiencies. Treatment should 
be vigorous provided renal output is adequate. 

In the absence of peripheral circulatory failure 
and ileus, all routes are efficient. With such failure, 
only the intravenous route is dependable. As scon 
as possible, the patient should be begun on fluids by 
mouth. Oral nutrition is always best if it is per- 
missible. 

In the event of mass casualties, parenteral fluids 
will obviously be logistically impractical and the 
National Research Council has recommended the 
following mixture for use by mouth: To the quart 
of water, one teaspoon each of baking soda and table 
salt. This gives a fairly palatable saline mixture of 
0.6% which is far superior to water. This mixture 
can be quite useful in ordinary practice, and in the 
event of mass casualties, it could save many lives 
from death due to shocking ECF deficit. 


SUMMARY 

Dehydration and overhydration are no longer com- 
plete terms medically. Although the individual prob- 
lem may be complicated, use of a four-point descrip- 
tive diagnosis permits rational therapy. 

Clinical signs and symptoms may be equivocal 
or misleading; flame photometry, pH measurement, 
and the milliequivalent concept simplify bedside 
management. Clinical judgment is of major im- 
portance in rational application of laboratory data 
which can be normal even in the face of severe 
clinical disease. 

A rational approach to fluid therapy leans heavily 
on the laboratory, particularly for osmolar and com- 
positional errors. The best therapy, however, is 
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founded on sound clinical judgment built upon dis- 
tinct physiologic principles. 

Good treatment is based on constant repeated re- 
evaluation of the critically ill patient rather than 
adding large amount of fluid and electrolytes which 
may, or may not, be indicated on the patient's first 
evaluation. This is particularly true in using exotic 
or hypertonic fluids. 

Several of the common clinical conditions are 
described and cf these, the most common is undoubt- 
edly water intoxication. 

Since the signs of severe fluid depletion can 
stimulate and complicate the need for blood, over- 
treatment with blood is possible and is to be par- 
ticularly avoided. 

ILLUSTRATIVE CASE ABSTRACTS 

Case 1. Water Intoxication. WM, 19, had colos- 
tomy for GSW. Vomiting began at sight of dress- 
ings. He drank large amounts of water. On the 
5th day, he became maniacal and then went into 
convulsions. There was profuse salivation and mul- 
tiple watery colostomy movements. PE showed “‘fin- 
ECF. 


meq. and COsCP 34 meq. Patient received isotonic 


gerprinting”, signs of Plasma cl. was 74 
saline and showed some improvement, but convul- 
sions continued. He was then given 500 ml. of a 
3% solution of NaCl and regained consciousness. 
Water was withheld. The infusion was repeated 
once. Electrolytes returned to normal and the patient 
felt well. 

Case 2. WM, 73, became despondent and refused 
to eat. He became stuporous and displayed classical 
signs of ECF and K deficit. He was mistakenly 
treated with glucose and DW; he developed fine 
moist rales and diminished osmolarity. He was next 
treated with Ringer’s solution plus potassium plus 
extra potassium. He became alert and resumed smok- 
ing, walking and eating. 


Hypokalemic Alkalosis. WM, 45, had 


an active peptic ulcer. 


Case 3. 
He had been vomiting for 
two weeks. He was apathetic and listless and showed 


signs of ECF and K depletion, with potassium 


2.9 
meq., sodium 120, chlorides 90, and CO.CP 35 meq. 
or 77 volumes per cent. 

This patient should be treated with large amounts 
of repair solutions which include both Na and K in 
significant amounts. His renal function is good 
and the CO.CP should be at least 30 meq. and fall- 
ing before operation is scheduled. These patients 
tend to become much worse after the strain of sur- 
gery. 

Case 4. Distributional Defects. WF, 41, six days 
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following hysterectomy, this patient suddenly ob- 
structed three inches above the ileocecal valve. At 
operation, the entire small bowel was tensely dis- 
tended and contained large amounts of fluid and 
gas. Ileo-transversecolostomy was done and approx- 
imately four quarts of intestinal fluid were removed 
by aspiration. However, despite aspiration from two 
other sites, at least this amount of fluid could not 
be removed from the gut. There was possibly a sim- 
ilar amount sequestered in the edematous wall of the 
gut. Postoperatively, over a period of twelve hours, 
the patient received 13,000 cc. of repair solution 
(Elec trolyte #1) but despite the fact that she re- 
ceived only glucose and water for the remainder of 
her somewhat protracted and stormy course, the con- 
centrations of serum electrolytes progressed from low 
to high normal as the patient decompressed and 


peristalsis resumed. 
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House Plant Causes Dermatitis 


Some species of the popular house plant philo- 


dendron have.been found to cause a skin eruption 


similar to that produced by poison oak. 

Writing in the September Archives of Dermatol- 
ogy, published by the American Medical Association, 
two Los Angeles doctors said contact with philo- 
dendron leaves produces red blotches and streaks 
of tiny blisters. They usually occur on the hands 
and forearms, although they may occur other places. 

The number of cases of dermatitis resulting from 
contact with philodendron is probably greater than 
generally thought, especially since philodendrons are 
increasing in popularity as house plants. The doc- 
tors have seen at least 12 cases of philodendron- 
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caused dermatitis in the last few years. The medical 
literature mentions other cases. 

rhere are approximately 100 species of the genus. 
The most popular as a house plant is Philodendron 
cordatum, a vine with small, heart-shaped, glossy 
leaves. Another is P. selloum, which has large di- 
vided leaves and grows in a mound. The genus 
belongs to a family different from that to which the 
poison oak and poison ivy plants belong, although 
the skin eruptions produced by the plants look alike. 

The skin eruptions generally clear after the ex- 
posure to the plants is ended. 

Authors of the article are Dr. Samuel Ayres Jr. 
and Samuel Ayres Til. 
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Childhood 


a A DISEASE ENTITY, scrofula, or cervical 
tuberculous lymphadenitis, has long been with 
us. It gained its early name, “the king’s evil” 
when Edward the Confessor (1042) initiated in 
England the practice of using the “king’s touch” 


to treat the disease. It is suggested that this custom 
was an imported one, having been originated by 
Clovis, king of the Franks in the 5th Century. 
Charles II was the king who brought the practice to 
its height in England by treating 10,000 cases a 
year with his royal touch. Queen Anne was the last 
monarch to continue the custom and it is said that 
she did so with considerable distaste. One of her 
last patients was Samuel Johnson, as an infant, 
but a cure was not effected and his scrofula con- 
tinued to drain even as an adult.’ In the 35 vears 
prec eding the discovery and use of antituberculous 
drugs, the surgical procedure of extensive dissection 
was standard treatment of this condition. This paper 
presents a summary of our experience in treating 
15 children with tuberculous lymphadenitis of the 


cervical lymph nodes during the past six years. 


The treatment of cervical tuberculous lymphad- 
enitis in children has received little stud) since the 
advent of the present era of specific antimicrobial 
therapy. The former practice of bleck dissection 
with its resulting deformities and attendant risks to 
important structures is not now justified. As com- 
pared to the number of articles concerning the treat- 
ment of pulmonary tuberculosis and certain forms of 
extrapulmonary tuberculosis, there have been few 
articles in recent years discussing the topic of tuber- 
culous lymphadenitis in general; and these articles, 
for the most part, have been more concerned with 
the condition in adulthood.!*4 We believe this con- 
dition to have a much more favorable prognosis in 
children than in adults, for in childhood there is a 
tendency for the disease to be limited to the lymph 
nodes.? 


From the Department of Pediatrics, University of Vir- 
ginia Medical Schoo! and Hospital, Charlottesville. 
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Cervical Tuberculous Lymphadenitis in 
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M.D. 


DISCUSSION OF 


CASES 

Nine adults and 15 children (under the age of 
14 years) admitted to the University of Virginia 
Hospital between July 1951 and March 1957 were 
diagnosed as having cervical tuberculous lymphad- 
enitis. A survey of the hospital charts of the nine 
adults indicated the cervical infection to be most 
often a manifestation of a generalized tuberculosis 
and there were several fatalities in this adult group. 
The pertinent points concerning the 15 children with 
cervical tuberculous lymphadenitis are summarized 
in Table I. During this same period of time there 
were 55 pediatric patients admitted with other forms 
of tuberculosis, and, from routine tuberculin testing 
of all pediatric patients, 11 other children were 
found to have positive tuberculin tests without de- 
monstrable evidence of infection. 

The diagnosis in all but three of our 15 patients 
(#2, 14, 15) was substantiated by demonstrating 
the organism on culture and/or by finding the or- 
ganism in material smeared from the nodes or in 
microscepit sections of tissue removed. In_ these 
three patients the diagnosis was inferred by the 
microscopic findings of a granulomatous inflamma- 
tion of lymph nodes which were consistent with 
tuberculosis. These children had positive 


tuberculin tests. In another patient (#7) the organ- 


three 


ism was not demonstrated by culture or by micro- 
scopit sections of the node, but organisms were seen 
in mi roscopic sections of a tonsil when a tonsillec- 
tomy was later performed. This tonsillectomy was 
not performed in treatment of the tuberculosis but 
to remove greatly enlarged and recurrently infected 
tonsils. If the entire infected node is not removed, 
we believe that the organisms are better demonstrated 
in tissue removed from the abscess wall by biopsy 
than from smears of the purulent material alone, 
although both methods should be used. 

Only one patient failed to give a positive tuber- 
culin test. This child (#1) did not respond to old 
tuberculin testing in the strengths of 1:10,000, 
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1:1000, or 1:333, despite his having had lymphade- 
nopathy for two months. A Volmer patch test was 
never applied to this patient. Several other patients 
failed to show a response to either the Volmer patch 
test or to the weaker dilution samples of old tuber- 
culin, but all except patient #1 showed a response 
to at least one of the methods of tuberculin skin 
testing when several methods were used. One should 
never rely on a single negative tuberculin test when 
there is a reasonable possibility of the presence of 
tuberculosis, and in these cases, we repeat the skin 
testing using several strength solutions of old tuber- 
culin and apply the Volmer patch test also. 

A possible source of infection was found for only 
five of the 15 patients, and this source was usually 
some member of the immediate family. No attempt 
was made to distinguish between human and bovine 
organisms cultured from the lesions but none of the 
infections had a proven bovine origin. Testing of 
cows did reveal the fact that one family obtained 
its milk from a cow which had a positive Bang’s 
test but the child’s brucella agglutinations were 
negative. 

Of the 15 children, only one had demonstrable 
evidence of tuberculosis elsewhere. This patient 
(#6), a 12 year old colored female, had x-ray find- 
ings consistent with hilar tuberculosis and she had 
experienced systemic symptoms for two months. Two 
other patients, both 10 year old colored females, 
may have had tuberculosis in the past. One of these 
(#2) may have had a pulmonary cavity at the age 
of two years. The other (#13) was thought to have 
had hilar tuberculosis previously and was known to 
have had a positive tuberculin test four years prior 
to her being seen at this hospital. 

All 15 patients were subjected to a surgical pro- 
cedure of one type or another. In one instance a 
needle bicpsy only was performed. Total local ex- 
cision was carried out in three instances, partial 
resection in one, biopsy in two, and incision and 
drainage in the remaining eight. The cases necessi- 
tating incision and drainage were those in which 
the mass was fluctuant and early skin changes had 
appeared. In three of the eight children whose le- 
sions necessitated incision and drainage, the wounds 
were packed with gauze and were irrigated with a 
streptokinase-streptodornase solution.* We believe 
that the three so treated showed earlier healing and 
less scarring than did the five patients who did not 
receive this added form of therapy We believe a 


surgical procedure is warranted in all cases in which 


*“Varidase” (Lederle) 
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the diagnosis may be doubted, if only for diagnostic 
purposes prior to scheduling a patient for a long 
term of antituberculous therapy. Post-operative 
secondary infections occurred in only two of our 
patients. The first, a streptococcal stitch infection, 
responded quickly to penicillin. The second, a pseu- 
domonas infection, was treated with acetic acid 
compresses and healed well, showing little scarring. 

Only one child (#2) received no drug therapy 
and he was treated only with incision and drainage 
with good results. He would have also been given at 
least two of the antituberculous drugs if he had been 
treated later in the series. X-ray therapy was used 
in only two instances, with streptomycin alone in 
one patient and with streptomycin, para-amino- 
salicylic acid (P.A.S.) and isoniazid in another. The 
therapeutic agents used for each patient are indi- 
cated in Table I. The duration of drug therapy 
was one year in two cases, 11 months in one, eight 
months in one, seven month in one, over four months 
in another, and six months in four. Two patients are 
presently being treated with drugs. The duration of 
drug therapy for the remaining two is not known to 
us. Streptomycin was used in the dosage of 40 mgs./ 
kg. of body weight per day, initially divided into two 
doses a day and later given only two or three times 
a week. When given with isoniazid and P.A.S. in 
long term therapy, we often discontinue the strep- 
tomycin at the end of three months. Isoniazid was 
given as 6 mgs./kg./day in four divided doses. 
P.A.S. was given as 0.3 gms./kg./day in four di- 
vided doses. The duration of drug therapy was 
dependent on the rate of dissolution of the nodes and 
the consistency of the nodes. There were no adverse 
reactions to any of the three drugs used. In the 13 
patients followed by us, there has been no progres- 
sion or recurrence of the disease during the period 
of drug therapy or after discontinuation of the drugs. 

DISCUSSION 

Cervical tuberculous lymphadenitis in the adult 
is generally considered to be a more serious condition 
than when it occurs in childhood. In the adult it 
is very often a manifestation of generalized tuber- 
culosis no less than axillary, intrathoracic, or ab- 
dominal lymph node tuberculosis.4** In contrast, 
the condition is much more likely to be a local process 
in children and to require a shorter course of therapy 
if the presence of other forms of tuberculosis is not 
found. Of the 25 children reported by Kendig and 
Wiley,‘ only two had other tuberculosis when 
first treated. Only 12% of the children in one large 


series had had no other demonstrable evidence of 


VIRGINIA MepicaL MONTHLY 


j 


tuberculosis while they were in a sanatorium.' We 


wonder whether this figure may be used generally 
for it is not the practice in our locality to give sana- 
torium care to children who have cervical node 
involvement only. No active lesion could be found 
other than that in the nodes in 45% of patients in 
another series which presumably covered all age 
groups.° 

The prevalence of isolated cervical tuber« ulosis in 
childhood is most likely due to the ready portal of 
entry to the tuberculous bacilli through the tonsils, 
adenoids, and other components of Waldeyer’s ring. 
With this entry, the primary infection is in the lym- 
phoid tissue of the pharynx with the node involve- 
ment becoming prominent after the organisms are 
carried to the regional lymph nodes by macrophages. 
When first palpable, the nodes are firm and discrete. 
They later become matted when a periadenitis occurs 
and may then become attached to surrounding struc- 
tures. The nodes may become moderately tender and 
later caseate to form abscesses which rupture through 
the node capsule, the fascial layers, and _ finally 
through the skin as a “collar stud” abscess. The 
sinus tract thus formed may drain a thin serous 
material for vears if not treated. Secondary pseudom- 
onas infections are not uncommon. In some in- 
stances abscess formation does not occur and _ the 
nodes may become fibrous and calcified. The finding 
of calcified lymph nodes in the neck by x-rays in 
later life may be the first indication that an indi- 
vidual once had a tuberculous infection. 


Isoniazid (isonicotonic acid hydrazide) is prob- 
ably the most valuable of the three commonly used 
antituberculous drugs. potent  tuberculostatic 
agent, isoniazid and/or its metabolites will diffuse 
into dense caseous lesions and are present in high 
concentrations three to five hours after administra- 
tion of the drug.* This excellent diffusion is prob- 
ably due to the small size of the molecule. How- 
ever, isoniazid should be used only with the con- 
comitant administration of P.A.S. since P.A.S. seems 
to inhibit the development of isoniazid-resistant 
strains of Mycobacterium tuberculosis. For similar 
reasons, P.A.S. should also be administered when 
streptomycin is used. It is quite probable that ex- 
cellent results could be obtained in tuberculous 
lymphadenitis with isoniazid and P.A.S. as the only 
drugs used. We have, for some time, favored the 
added use of streptomycin from the pre-operative 
period until the end of three months, after which 
isoniazid and P.A.S. are continued for several 


months after the infection has been considered cured. 
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Short term therapy, i.e., up to 120 days, is fre- 
quently followed by local relapse or the development 
of active foci elsewhere and it is probably wise to 
continue the chemotherapeutic regimen for four 
months after complete stability of the lesion has 
been achieved.** We disagree with the impression 
that no course of treatment should be shorter than 
a year in duration. We feel that good and long 
lasting results can be obtained after only six months 
of chemotherapy if the lesions have shown regression 
and stabilization. If other tuberculous infection is 
present, the period of chemotherapy should be ex- 
tended considerably. After discontinuation of the 
drugs, we follow our patients at increasing time 
intervals to guard against recurrence. 

The surgical treatment of this condition should 
be conservative in nature. An early operation is not 
indicated if abscess rupture and sinus formation 
have already occurred when the patient is first seen. 
If, after a course of drug therapy for six months, 
there persists an unhealed sinus or a residual mass 
of nodes, an excision operation is then indicated." 
One should keep in mind that a secondary infection 
may be the cause of persistent drainage from an 
adequately treated sinus tract and may respond well 
to appropriate antibiotics. A plastic surgical pro- 
cedure is often desirable at this time to replace 
nature’s ugly scar with a more desirable surgical 
one. Surgical procedures are unnecessary when the 
nodes are not fluctuant in patients who have proven 
tuberculosis elsewhere in the body. Most of these 
will show resolution on drug therapy alone and the 
longer that excision of superficial nodes is deferred 
the less frequently it will still be considered neces- 
sary.” We believe that a diagnostic operative pro- 
cedure is warranted if a positive tuberculin test is 
the only evidence that a lymphadenopathy may be 
tuberculous in origin. Unresolved pyogenic lymphad- 
enopathy, tumor, and other conditions may coexist 
with a positive tuberculin test. Total excision is the 
procedure of choice when the node mass is small, 
whereas biopsy alone is satisfactory when complete 
removal is not feasible. Incision and drainage is 
indicated when the mass is fluctuant and early over- 
lying skin changes have taken place for a neat sur- 
gical scar is more desirable than the one resulting 
from spontaneous rupture. There is little danger of 
creating a draining sinus by operation if antituber- 
culous drugs are used. Earlier healing and better 
operative results seem to occur when the abscess 
cavity is packed with streptokinase-streptodornase 


soaked gauze and irrigated with a solution of these 
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enzymes for several post-operative days. This pro- 
cedure is modified from that devised by Hazlehurst.’ 


SUMMARY 

Cervical tuberculous lymphadenitis in childhood 
has received very little attention since the advent 
of specific antituberculous drug therapy. The few 
medical articles in recent years about this condition 
in general have, and we believe unfairly, considered 
the disease in childhood to be analogous to that oc- 
curring in adulthood. In our experience, the condi- 
tion in childhood has a much better prognosis since 
it is less likely to be a manifestation of a generalized 
tuberculosis as is so often the case in adulthood. 
Being, in general, a localized and peripheral form 
of tuberculosis when occurring in children, the dura- 
tion of the antituberculous drug therapy does not 
need to be as lengthy as it is in adults. Our ex- 
perience with 15 patients over a six year period is 
presented and the present day drug and surgical 
treatment are reviewed. 
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Research” 


“We still do not now,” it notes, “what makes the 


blood clot . or the heart beat... or why cells 


run wild and become cancerous . or why some 
babies are born imperfect. These and many other 
problems can and will one day be solved by people 
—and not by machines by people who have 
learned there is no more glorious mission than to 
take part in this struggle for life.” 

The booklet urges science-minded teen-agers to 
take stock now and consider whether they are cut 
out for research careers. Students are counseled to 
ask themselves whether they like to learn things for 
their own sake; whether they are patient, persistent, 
and original in work, and whether they can accept 
failure in experimentation as well as success. Stu- 
dents who can answer “yes” to these questions have 
the basic qualities needed for scientific investigation, 


according to the booklet. 
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Mental Health.... 


The Family Physician and Mental Re- 
tardation 

The parents of a child, age two, consult their 
“He did not develop like his 
brother and sister, he does not sit up, he does not 
talk. What shall we do?” The school reports: 


family physician: 


“Johnny, age nine, does not grasp what is taught. 
He stayed back twice, the last promotion was just 
to please him or maybe his teachers. We cannot 
keep him in our school system. He is not a boy who 
should stay in school.” The social agency reports: 
“Mary is a problem. She cannot learn in school. 
She does not get along with others. Now she is ‘boy 
crazy’. She is fourteen years old and her intelligence 
shows that she is subnormal in her mental function- 
ing. Something has to be done.” The obstetrician, 
pediatrician, or family physician takes one look at 
the newborn: ‘abnormal development—mongolism.” 
What is the family physician’s advice? Twenty 


years ago the answer would have been: “Put him 
away.’ To the parents he would have said: “Forget 
about this child. He will be well off in a state 


institution. He will need the protec ted life. You 
think about your own life, your own future, and that 
of your other children. Also society will be pro- 
tected against this individual.”” This advice would 
not have been any different from that given forty 
years ago in the case of a patient with epilepsy or a 
psychosis and fifty or sixty years ago if the patient 
had tuberculosis: “Put him away; forget about him; 
protect him from the world; protect soc iety against 
him.” This advice would have been given without 
even thinking about the possibility of management 
on the outside. 

We have changed our attitude when thinking about 
tuberculosis, mental illness, epilepsy (or at least 
should have changed it). Where do we stand in our 
thinking about mental retardation ? 

No attempt will be made here to discuss “medical” 
treatment, the little we have to offer at the present 
time in a few well-defined clinical entities as, for 
example, cretinism, or to outline the present ap- 
proaches in the field of education, training, rehabil- 
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itation, or psycho-therapy where indicated. Only the 
one question will be discussed: ‘‘Where should the 
child grow up?” 

For example, suppose that the infant has the 
stigma of mental defect or growth disturbance, named 
“mongolism”, or another type of mental retardation 
has been diagnosed in infancy or early childhood. 
Many leading authorities in this field agree that 
early institutionalization is damaging. (1) How- 
ever, one may say: “We have not to think only of 
the child. Let us think of the parents, the siblings 
and society.”” True, but we see frequently enough, 
that in an otherwise normal family this abnormal 
child can do well if there are no more than the 
usual tensions and if love dominates and under- 
standing of the situation has been fostered by wise 
counsel by the family physician, the social worker, 
the public health nurse, or any other understanding 
person such as a parent of a subnormal child who 
has learned and matured from this experience. To 
quote from a paper on mongolism: (2) “Children 
with mongolism may be nice, cooperative, polite and 
quiet persons who fit quite well in a family group 
and present no problem in the home. In an en- 
vironment of psychological tension, rejection and 
nervousness, such a child may be extremely destruc- 
tive, aggressive, overactive and unmanageable, a real 
‘terror’ at home, in school, and in a physician's 
office.” Therefore, attempts should be made to in- 
vestigate the possibility of a child staying with his 
parents and in the community. Let us not forget 
that the best hospital—private, city or state—wheth- 
er concerned with the physically or mentally defec- 
tive, is an abnormal social institution. It is net and 
cannot be our normal way of life even if we try to 
make the situation in hospitals as near to normal as 
possible. Even then we have to help the patient to 
fight back from institutionalization to normal society. 
If we can avoid hospitalization and the necessary 
process of de-institutionalization by not sending the 
child to a hospital in the first place, we have gained 
very much. And if we have to do it, let us do it as 
late as reasonably possible, thus giving the child 
a background of home and parental love and to the 
parents the satisfaction that they have done their 


best. Of course, we realize that guidance and under- 
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standing of the situation will be necessary, that many 
problems will occur, and that heartaches cannot be 
avoided. But in many situations satisfactory results 
can be obtained. 

If the family situation is inadequate—parental 
tension, broken home, difficult economic situation 
(too rich or too poor), other solutions will have to 
be sought. The next step would be a good foster 
home; and, if this fails, hospitalization in good 
private or state institution may be necessary. 

What about the older child whose school and 
social adjustment has failed? Here the physician 
will ask himself: ‘To what school? To what so- 
, ciety? Is the school or society (family) adequate for 
the needs of the child?’ Since “sputnick” we read 
every day that we do not do right by giving too 
little opportunity and stimulation to our gifted 


children. I believe that our philosophy has to be 


that every child should have a chance to develop 


to its best capacity. We cannot afford to waste ihe 
talents of gifted children; but neither can we afford 
to waste the possible contribution to society of the 
subnormal who might, if properly trained and edu- 
cated, be able to do a job which somebody else with 
higher intelligence may be unable to do as his ambi- 
tion drives him to higher goals in life. We cannot 
afford to waste any life or potentiality, neither the 
genius nor the retarded nor the defective. Therefore, 
the family physician will think of his responsibility 
and look at his community and ask the following 
questions: 

1. Do we have a special diagnostic clinic ? 

2. Do we have a pre-school training program for 
mentally retarded ? 

Do we have special classes for the mentally 
retarded—those who can learn academic sub- 
jects and those who at least can be trained to 
some better adjustment in society and some 
manual work? 

Do we have a planned foster home program 
for the children who are in need of them? 

Do we have the possibility of sound counsel 
and psychiatric advice for the patients and 
families ? 

Do we have sheltered workshops and other 
plans in the vocational rehabilitation field for 
this group? 

If he finds that these facilities are available in 
his own or nearby community, he can say: ‘We 
have a good beginning of a program. Let us use it 
to its fullest extent.” If he finds that these oppor- 
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tunities are not available, he and other responsible 
citizens should work to provide them. 

Is this the final solution? Do we not need any 
institutions at all? Of course we do. It is estimated 
that approximately five million of our citizens are 
functioning on a subnormal level—a 3% popuiation 
figure is usually given and only a small nuraber of 
these persons are in an institution. Sume who are 
there should not be there, or should never have been 
hospitalized. Others who live in the community may 
have profited from hospital care, treatment, and re- 
habilitation. 

We have to decide which patient will be best 
taken care of in a hospital equipped to deal with 
this problem. The reason for this may be that the 
child cannot profit from a s hool, even if special 
classes for the retarded are available, either for the 
so-called ‘“educable’”’ who can absorb in a limited 
way some of the academic teaching and for the 
“trainable” who can learn to socialize, care for him- 
self, and learn to do manual work even if the 
mastery of the “three R’s” will be an uncbtainable 
goal. Or, the family structure is deteriorated or 
tension is too great and a suitable foster home can- 
not be found. Or, there may be other sickness in the 
family-psychosis of the mother, alcoholism of the 
father, or severe disability of either parent. Or the 
family cannot accept emotionally the problem and 
psychiatrically oriented assistance is not available 
or does not succeed. Or the physical disability of 
the severely organically brain damaged patient makes 
the necessary care at home too costly or impossible. 
Or severe cranial malformation of an infant makes 
a discharge to the home from the hospital where it 
was born a too severe psychological trauma for the 
parents or the siblings. We arrive at the conclusion 
that this patient should be sent to the hospital. 

Of course, these few examples have only illus- 
trated but not covered the various possible indica- 
tions and contra-indications to hospitalization or 
institutionalization. I have purposely omitted a con- 
sideration of the problem of juvenile or other de- 
linquency associated with mental deficiency. 


In discussing institutionalization, I will refer 
to the special probleny for planning for admission 
to the Lynchburg Training School and Hospital as 
I] am only familiar with this situation. It may seem 
to the reader that the plea for home and community 
care as first approach was done as a sort cf self- 
defence to fight the increasing and dangerous over- 
crowding of this hospital. It may be that this has 
been the underlying cause although I do not think 
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so. The plea was based on our best present-day 
thinking and also made in the interest of the patient 
and society. Therefore, if I say a few words about 
the overcrowding of the institution this should be 
considered by the physician but should not deter 
him from giving advice as to hospitalization when 
this is really indicated. 

The Lynchburg Training School and Hospital 
has a rated capacity of approximately 1,900 patients 
and has at the present time about 2,600 and a 
waiting list of about 500. The nursery has been 
closed as additional admissions would endanger the 
life and health of the patients at present in the 
nursery or those newly admitted. The present build- 
ing and modernization program of the State, will, 
when completed in 1960 or 1961, provide space for 
2,700 or 2,800 patients. This will be sufficient for 
relieving the present overcrowding and allow a small 
margin for increase of the present patient popula- 
tion. Increased rehabilitation efforts will assist in 
making more room for admissions by an increased 
discharge rate. Cooperation with other State agen- 
cies as the Division of Vocational Rehabilitation of 
the Department of Education and employers in our 
How- 


ever, the State of Virginia or any other state cannot 


cities and communities will further this goal. 


win this race of providing sufficient hospital facilities 
for those who need them if the communities fail in 
their duties and consider state institutions as dump- 
ing ground for all of their problems thus avoiding 
their own responsibilities. The State Department of 
Education has been most helpful to communities 
in establishing special classes and at the time of 
have 167 classes in 
chil- 


dren and 125 for moderately retarded or the group 


writing of this article they 
Ope ration. There are 42 classes of “trainable”’ 
to which we refer as “educable’’. Many, many more 
are needed and the good example of some of the 
cities and communities will stimulate, I am con- 
vinced, the others which lack these facilities. 
Special technical-legal procedures are necessary 
for an admission to a state institution. On Febru- 
ary Ist Lynchburg sent out information in a news- 
letter to the superintendents of departments of public 
welfare, to judges of the courts, and other interested 
agencies, outlining admission procedure, our dis- 
charge planning and the steps necessary in steriliza- 
tion procedures as authorized by the statutes of 
Virginia. Those interested in a copy of this news- 
letter and subsequent issues are cordially invited to 
write to the Lynchburg Training School and Hos- 
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pital for a copy of this first letter. Those inter- 
ested can be placed on the mailing list for future 
issues. Perhaps some of the technical aspects of 
the procedures can be discussed in a future article. 

Maybe the reader wonders why this article was 
written. Should we write ‘‘finis” to our institutions: 
What will be their use if the communities develop 
their resources to the fullest possible extent? Will 
the hospital for mental defectives and the school and 
rehabilitation facilities be a thing of the past? The 
Department of Mental Hospitals does not think so. 
Firstly, there will still be more patients who should 
come to institutions than our present and future 
planned capacity can accommodate: those from 
broken homes, from homes with tension or psycho- 
logical pre blems caused by the patient, those need- 
ing more guidance and educational facilities than 
the community can provide, those from small rural 
communities which cannot provide special classes 
or guidance facilities, the severely brain-damaged 
and many others. But secondly and most important, 
the mission of an institution such as the Lynchburg 
Training School and Hospital is that of a training 
and research center for all professions vitally in- 
terested in this problem: education, social work, 
nursing, psychology and the medical specialties of 


i 


pediatrics, physical medicine and _ rehabilitation, 
psychiatry and neurology. Training these and other 
specialties, investigating possible causes, clarifying 
the various patterns of the groups of mental re- 
tardation and the brain damaged, controlled studies 
of therapeutic and rehabilitation approaches and 
many other investigations can be best done in such a 
setting. Medical schools, city hospitals, and other 
hospitals do not replace the practicing physician in 
the community. Institutions for the mentally re- 
tarded will not replace the various community re- 
sources and the work of the physician dealing with 
the problem. The practicing physician does not 
make the medical school or city hospital obsolete 
nor do the community resources as outlined above, 
institution such as the 
Lynchburg Training School and Hospital. All ap- 


proaches to this problem are necessary. 


abolish the need for an 
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Pre-Paid Medical Care... 


Needed: All Hands 


From information published in the 1958 Argus 
Chart of Accident, Sickness and Hospitalization In- 
surance it is easy to ascertain, for any one or all of 
the companies writing group health insurance, such 
1957 annual experience factors as “claims incurred 
to premium earned” and “operating expenses in- 
curred to premium written”. Adding together these 
two 1957 ratios for the thirty companies which had 
the largest volume of group health insurance pre- 
mium income produces combined ratios which exceed 
100°© in the case of nineteen companies out of the 
thirty. Of course the combined loss and expense 
ratios, not being true mathematical additions, do not 
reflect exactly the gains or losses from underwriting 
which the respective companies may have shown in 
their annual statements. Nonetheless, the fact that 
just about two out of three of the large companies 
have combined ratios exceeding 100% indicates the 
insurance industry is experiencing real trouble with 
the one main variable which affects its indemnity 
Blue Cross-Blue Shield is 
not alone when suffering from the rather precipitous 


programs—utilization. 
increase in the rate of usage of prepaid benefits. 
Obviously health insurance premium rates, as well 
as Blue Cross-Blue Shield rates, must be adjusted 
to cover the over-all cost of benefits as influenced by 
the utilization of benefits. Because all are similarly 
affected by the same utilization trend, no one com- 
pany—nor Blue Cross-Blue Shield—is apt to “price 
itself out of the market” as it increases rates to cover 
increased liabilities; that is, the company will not 
How- 
ever, when raising rates to levels which some pecple 
are unwilling to pay, all the companies—and Blue 
Cross-Blue Shield 


thereby coming closer to pricing themselves com- 


price itself out of the competitive market. 


are “losing business’, and are 


pletely out of existence. When a certain number of 
people, and it need not be a majority, come to the 
conclusion that voluntary prepayment is too expen- 
sive, their dissatisfaction will be expressed at the 
polls, and a compulsory prepayment system will be 
the result. 

The situation is complicated by the fact that the 
public wants to prepay-in-full, or to come as close 
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to doing so as possible; the most successful in- 


surance programs are those with levels of indemni- 
fication that approach the value of Blue Cross-Bluc 
Shield’s service benefits. Reducing prepayment rates 
by limiting coverage to inadequate benefits, or im- 
posing financial barriers to health care—*‘co-in- 
surance” and “deductibles’—in an attempt to lessen 
utilization, would be as immediately disastrous as 
letting prepayment rates go beyond the public’s will- 
ingness to pay. The public wants to eliminate its 
out-of - po ket expense at time of illness; if the vol- 
untary prepayment mechanism is not sufficiently 
successful in doing so, the public will let compulsory 
prepayment have a try at it. 

Voluntary prepayment is now sailing between 
Seylla and Charybdis; it is a situation calling for 
“all hands and the cook”. 

The call for “all hands” includes every doctor. 
American medicine has too great a stake in the future 
of voluntary prepayment to ignore its problems. 
When doctors first sponsored voluntary prepayment 
they not only created a bulwark against socialized 
medicine but they also identified themselves with 
programs to which the people of America have given 
a tremendous endorsement. Constant professional 
vigilance, cooperation, and leadership concerning 
these programs is the price of continued freedom in 
medicine. As John Philpot Curran warned the infant 
nation in 1790: *The condition upon which God 
hath given liberty to man is eternal vigilance; which 
condition if he break, servitude is at once the con- 
sequence of his crime and the punishment of his 
guilt.” 

Specifically what can doctors do? For one thing 
doctors—and perhaps only doctors—are in a posi- 
tion to educate the public about the “legitimate” rea- 
sons for increased utilization of prepaid benefits. 
Undoubtedly, the people will be more willing to pay 
the higher rates necessitated by increased utiliza- 
tion if they understand why utilization has increased 
and will continue to increase. The average person, 
through lack of knowledge, now believes the increase 
in utilization to have come about primarily, if not 


solely, as the result of more and more fraudulent 
or quasi-fraudulent usage of prepaid benefits. His 
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physician should take the initiative to explain to him 
the numerous factors involved. 

Population changes, for one thing. We are rapidly 
approaching the point where the average family will 
have three children, as compared with an average 
of less than two children just a few years ago. Very 
soon an insured’s prepayment charge for family 
coverage will have to reflect the fact that he has 
twenty-five percent more children under his policy 
or contract than he did ten years before—more 
utilization of family benefits accordingly. And the 


increased size of the family means also that there 


will be more births per prepayment subscriber. 


At present one out of every twelve persons is over 
age 65. This ratio will increase to one out of every 
ten by 1975, and Blue Cross statistics show that the 
cost of hospitalization of persons 65 and over is from 
three to four times that for those under age 65. 


life expectancy will also increase hospital 


Increasing 
usage by those in the age bracket immediately below 
age 65. The Metropolitan Life Insurance Company 
learned that, during 1956, the age group 55-64 used 
193 hospital days per 100 individuals insured, as 
compared with a hospital bed-usage rate of 64 days 
by the 35-44 age group-——three times the utilization 
of the younger group. 

In 1940, approximately twenty percent of the total 
labor force of the nation was employed on farms. 
Currently, only about ten percent is so employed, 
and by 1975, say the experts, the proportion will 
have been reduced to as low as six percent of the 
total labor force. That the urbanization trend will 
be an influence for further utilization of hospital 
care is evidenced by the significantly higher rate of 
usage of hospital care by urban dwellers over the 
farm population. 

The impact of the working wife on the utilization 
of hospital care can be easily explained. Often there 
is no one at home to take care of the sick husband 
or child in over twenty-five percent of the 50 million 
families in this country. Household servants are 
disappearing rapidly as the salaries paid by indus- 
try beckon. The number of families with full-time 
help in the home has decreased between sixty and 
eighty percent since the start of World War II. 
Further, we are now in an era of the one-bedroom 
home and the utility apartment—there is no room 
at home in which to be sick—and it is, of course, 
much cheaper for the community as a whole to 
maintain a pool of sick rooms in a hospital than to 
construct dwellings that include sick rooms. 


The level of education of the individual appar- 
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ently has a good bit to do with the readiness with 
which people enter the hospital. In this regard, the 
schooling of all adults in the nation rose from an 
average of nine years in 1950 to an average of ten 
and a half vears in 1957. During that same period 
the number of high school graduates in the popula- 
tion increased by thirty-one percent, and the num- 
ber of college graduates by thirty-two percent. To 
meet the demands of industry and society for per- 
sonnel with a higher level of education, the colleges 
and universities of the nation are gearing up to 
handle, by 1970, more than twice the present num- 
ber of students. Apart from formal education, the 
press and television are giving the general public a 
medical and hospital sophistication—an awareness 
of the value of in-hospital care in case of illness. 

The person who has received from his doctor an 
explanation of the medical and demographic reasons 
why utilization is increasing probably will be will- 
ing to prepay the rates necessary to cover that degree 
f utilization which can be explained; but he will 
still react negativistically, perhaps drastically, to 
the idea of having even a small amount of his pre- 
payments wasted through misuse or injudicious use 
of benefits. To satisfy him on this score his doctor 
must be able to point to organized, efficient controls 
over misuse of prepaid benefits—to effectively oper- 
ating committees of hospital staffs, for example. 

State officials, the press, the man-in-the-street— 
anyone here in Virginia—now could raise several 
embarrassing questions. Do medical and demo- 
graphic trends here in Virginia account fully for the 
increased usage of hospital-days per thousand Blue 
Cross members from an average of 1,044 during 
1956 to an average of 1087 during 1957 (a four 
percent increase in just one year)—or is misuse of 
hospital-days involved? Are the people of Marvy- 
land so much more healthy than Virginians, or why 
is it during 1957 the Virginia Plans had to pay for 
twenty-six percent more days per thousand members 
than did the Maryland Plan? Do patients who are 
not insured receive inadequate care; or, if such is 
not the case, why do insured patients have, on the 
average, twice as many X-ray examinations and twice 
as many laboratory tests during a hospital stay? 
Do Blue Cross members come from indequate homes; 
if not, why do one out of four Virginia hospitals 
keep their Blue Cross patients, on the average, al- 
most a full day longer than they keep patients who 
are paying directly out-of-pocket ? 

These are questions about medical care here in 


Virginia that only the doctors of Virginia can an- 
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swer. These questions pertain to the patients of 
Virginia doctors; patients whose hospitalization was 
arranged by Virginia doctors, whose diagnostic 
studies were ordered by Virginia dcctors, whose 
dates of discharge were determined by Virginia doc- 
tors. 

In the future—probably the not too distant future 
—if these questions are still germane, if the medical 
profession has abnegated its responsibility of con- 
trolling misuse of prepaid benefits, if uncontrolled 
utilization is the cause of further increases in vol- 
untary prepayment rates, the people are going to 
conclude that the Government ought to have the 
power to do something about it. Their argument, of 


course, will be the short-sighted and erroneous ar- 


The American Medical Association has announced 
plans for a concerted program to alert the public 
to the dangers of substituting “food fads” for sound 
nutrition. 

Dr. F. J. L. Blasingame, executive vice president 
of the A.M.A., pointed out that millions of Ameri- 
cans are influenced by nutritional products of ques- 
tionable merit. “‘We feel it is our duty to warn 
against abandoning the traditional ‘three square 
meals a day’ and the principles of sound nutrition 
for the pills and schemes of food faddists.” 

The U.S. Food and Drug Administration and the 
National Better Business Bureau are cooperating 
with the A.M.A. in this program. 

F.D.A. Commissioner George P. Larrick, Wash- 
ington, D.C., in commenting on the problem said, 
“Our food supply is unsurpassed in volume, variety, 
and nutritional value; our medical care is unex- 
celled. Yet food faddists and some promoters cir- 
culate false ideas about food and nutrition which 
can be dangerous to health.” 

The A.M.A.’s educational program will be con- 
ducted via television, motion pictures, public meet- 
ings, newspapers, and magazines. Four educational 
aids, for use in the campaigns, were shown at the 
A.M.A.’s annual Public Relations Institute. 

One is a 28-minute motion picture produced in 
Hollywood for use on television and for showings 


Titled ‘The 


to club, church, and school groups. 


Food Fads 


gument that the Government can do the job more 


efficiently and less expensively, but this type of 
argument has already been successfully used to 
support all kinds of interference with economic free- 
dom. 

The prepayment approach to medical-economic 
problems has been firmly established and proven 
necessary. The idea of prepayment will never be 
abandoned, but whether the idea will continue to 
be implemented on a voluntary basis, or will be 
taken over and implemented by the Government on 
a compulsory basis, is in the hands of those who 
provide and regulate the use of prepaid services. 
“The condition upon which God hath given liberty 
to man is eternal vigilance.” 


Medicine Man,” the 


exposes two 


16mm. black-and-white film 
types of nutritional ‘“quacks’—the 
health food lecturer and the door-to-door food sup- 
plement salesman who makes unwarranted claims for 
his product. 

A second aid in the campaign is a 20-foot exhibit 
designed for display at state and county fairs under 
the auspices of local medical societies. In addition 
to telling the facts about food supplements and 
health food lecturers, it will also expose weight re- 
duction schemes and other nutritional “‘flim-flams.” 

Also previewed at the Public Relations Institute 
was a brochure, “Beware of Nutrition Nonsense,” 
and an article which appeared in the September 
issue of the A.M.A.’s magazine, “Today's Health.” 

To underscore the need for an educational cam- 
paign against food faddism, Dr. Charles S. David- 
son, Boston, Mass., chairman of the American Med- 
ical Association’s Council on Foeds and Nutrition, 
said: “Some Americans not only waste their money 
on food fads, but in many cases actually endanger 
their health. Federal agents have uncovered peddlers 
who claim their nutritional products will cure almost 
any disease. 

“The greatest danger comes when sick people 
abandon accepted therapy to experiment with food 
fads or when they attempt to treat serious symptoms 
with nutritional products of unknown reliability in- 


stead of going to their family doctors for a checkup.” 
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Public Health... 


Veterinary Public Health 


For generations Veterinary Public Health has in 


actuality contributed to the welfare of the community 
as an entity, although it remained for recent gener- 
ations to name it as such. The laboratory and re- 
search groups, including scientists from many fields 
and with many special interests, and individuals 
whose questioning and curiosity arose from the needs 
of humans, have indulged in the observation of and 
experimentation on animals in their efforts to reach 
a goal of human well-being. The advent of veter- 
inary services into the field of public health is pred- 
icated on the premise that disease control and, in 
fact, all of Public Health is ne essarily a coopera- 
tive effort on the part of many disciplines and that 
the highest ultimate achievement can only be reached 
through this cooperative effort. Indeed, the defini- 
tion of Veterinary Public Health is set forth bv the 
World 


tivity which protects and advances human well-being 


Health Organization as “that field of ac- 


by utilizing the combined knowledge and resources 
of all those concerned with human and animal heaith 
and their inter-relationships.” 

Since the end of World War II, 
fifteen 


approximately 
years ago, the incorporation of veterinary 
specialists in various capacities from the Federal 
administrative set up through the State to the locai 
administration has been rapidly expanded. At the 
present about forty states in this country have in- 
cluded in their State Health Department adminis- 
tration a public health veterinarian, whose official 
capacity varies markedly according to each state's 
requirements. In some states a Division of Veter- 
inary Public Health is utilized and the director of 
this division, a graduate veterinarian with post- 
graduate health training, may be charged with the 
supervision of meat and milk inspection (food hy- 
giene of all kinds); epidemiological investigations; 
communicable disease control, especially in the area 
of diseases of nature which include around one hun- 
dred named disease entities capable of transmission 
from animals to man; health education through per- 
sonal contact and group activities; research projects 
concerned with air pollution studies, radiological 


fallout and radiation health as it is affected by dis- 
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ease control methods; research in geriatrics and 
chronic diseases, as in helping to provide techniques 
and observations for human studies; higher level ad- 
ministrative duties, as the veterinarian is more com- 
pletely utilized with his scientific background and 
philosophy of disease control. 

In this State our Veterinary Public Health section 
is attached to the Bureau of Communicable Disease 
Control and the Public Health Veterinarian at this 
time is involved almost wholly with epidemiology 
and consultative and advisory planning in the con- 
nature. 


trol of diseases of 


At the present a state 


program is the major consideration 


rabies control 
of this section, whose planning includes legal pro- 
visions within every county or city health depart- 
ment for compulsory immunization of the target dog 
population and proper control of stray and/or vicicus 
animals; educational participation by this office as 
well as veterinary practitioners through local organ- 
izations and contact with individuals and groups; 
n between the state and local health depart- 

+} 


ments and other 


official agencies, such as the De- 
irtment of Agriculture, the Commission of Game 
ind Inland Fisheries, the Virginia Veterinary Med- 
ical Association, etc.; and the advisory regulation 
of information disbursed by all agencies concerned 
with rabies control work so that uniform, accurate 
and sufficient facts reach the public. 

Rabies in Virginia, as confirmed by laboratory 
diagnosis, still persists at a sufficiently high inci- 
dence rate to maintain Virginia in the top ten states 
in the country. The problem has been resolved, 
however, geographically, numerically, and according 
to species. In the period around 1952 some of the 
urbanized areas in the southeastern part of the state 
were seriously afflicted with this disease problem, 
the significance of which lay in the fact that human 
exposure was an eminent threat. The Health De- 
partment and other interested agencies took decisive 
action and instigated a statewide program of control 
under the direct supervision of one of the ccunt-v’s 
leading rabies experts, and laid the foundation for 
our present state rabies control program. Included 
in this planning was the establishment of the office 
of Publy 


trative 


Health Veterinarian within the adminis- 


This full- 


organization at the state level. 
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time employee has been charged with the fulfillment 
and elaboration of rabies control within the State 
Health Department. Since 1954 there have been no 
laboratory confirmed cases of rabies south and east 
of an arbitrary line running diagonally from Patrick 
County on the southern border of the State north to 
King George County. This absolution from rabies 
has been effected by a fundamental compulsory im- 
munization of dogs and careful control of strays, 
vicious animals and wildlife vectors in which the 
offending virus may be perpetuated. It is the urgent 
aim of the rabies control program to attain in every 
county along the diagonal buffer strip across the 
state a legal means of providing an immunized dog 
population and a community free of strays and 
vicious animals. 

A community’s complacency based on the absence 
of known rabies cases, particularly where there is 
an organized preventive program in operation, is a 
subtly dangerous thing. Our problem although rele- 


gated primarily to our wildlife population remains 


Young women with acne can now wear makeup 
and not aggravate their skin disorder. They can use 
some of the special hypo-allergic cosmetics now on 
the market. 

Foundation creams and lotions are useful camou- 
flages for skin defects, yet standard brands invari- 
ably contain oil—the last thing which should be put 
on an oily skin. 

The answer is a foundation without fatty mate- 
rials, according to Mrs. Veronica Conley, secretary 
of the American Medical Association’s Committee 
on Cosmetics. 

Such a foundation also can contain the common 
drugs used to treat acne. Because they can be left 
on the skin day and night, this increases the effec- 
tiveness of medications, Mrs. Conley said in the 
October Today’s Health, an A.M.A. publication. 

Some 50 items includings creams, lotions, nail 
polishes, lipstick, hair preparations, and suntan prod- 
ucts are now available in hypo-allergic form. At- 


Hypo-Allergenic Cosmetics 


a potential threat to our livestock economics, our 
peace of mind, our personal welfare and, in the 
extreme, our very lives. We shall continue our pre- 
ventive medicine efforts through investigation, analv- 
sis and close cooperation with all those involved with 
us in this problem. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DIsEASE CONTROL 
Jan.- Jan.- 
Sept. Sept. Sept. Sept. 
1958 1957 1958 1957 


Brucellosis 4 1 17 19 
Diphtheria 0 2 14 14 
Hepatitis 32 31 221 359 
Measles 195 69 21366 4788 
Miningococcal Infec. 1 71 54 
Meningitis (Other) 46 50 200 366 
Poliomyelitis 37 24 96 77 
Rabies (In Animals) 9 19 221 255 
Rocky Mt. Spotted Fever 7 1 2 29 
Streptococcal Infec. 370 §=222 5493 5096 
Tularemia 3 2 31 25 
Typhoid 7 2 35 37 


tractively packaged and available in a wide selec- 
tion of fashionable colors and shades, they compare 
favorably in price with standard cosmetics. 

In their simplest form, hypo-allergenic beauty aids 
may meet the need of the woman who has a slightly 
sensitive skin that shows vague symptoms of redness, 
rash or itching. 

In their more complicated form, they may help 
women who are allergic to some particular ingredient, 
of regular cosmetics. One of the commonest trouble- 
makers is bromo acid dye, used to give lipstick its 
indelibility. Another is sulfonamide resin, an ad- 
hesive ingredient found in all ordinary nail polishes. 
Hypo-allergenic polishes and lipsticks omit these 
substances. 

For most women cosmetics are no problem, but for 
the minority with “exceptional skin” hypo-allergenic 
products are a blessing. They often make possible 


the use of cosmetics for women who otherwise would 
have to do without. 
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The Medical Society of Virginia... . 


The AMA Public Relations Institute 

VIP Meeting 

Like all meetings, this began with a registration 
and coffee hour. Because of advanced registration 
and thorough organizing, registering consumed very 
little time and allowed a lot of time for consuming 
coffee and coffee rolls and visiting the exhibits. 
The exhibits this year dealt primarily with what has 
and is being done to render greater Public Service. 

hroughout the entire program, stress and empha- 
sis was on Public Service and not just Public Rela- 
tions. 

For years this program has pointed out means and 
It is felt 
by those who are specialists in this field that like 


projects for improving Public Relations. 


“the cannibal who went to the psychiatrist because 
he was fed up with people”, the public is fed up 
Relations ideas. 
see public service. This is undoubtedly the keynote 


with only Public They want to 
of our PR Program because if we, the medical pro- 
fessions, render good public service, then our public 
relations must be good. 

On the “kick off,” Mr. Leo Brown, Director, Di- 
vision of Communications, urged us to take inventory 
of ourselves and determine two things: 

1. How far have we come 

2. How far must we go still, in order to achieve 
our ultimate goal. 

He stressed three clues in regard to the letters 
Vie: 

1. Vision. There can be no tunnel vision in med- 
icine. We must see all that lies before us, not just 
a narrow segment directly ahead. We must convince 
the public that we are a part of our community and 
not apart from it. 

2. Vator. We should have the courage of our 
convictions. We cannot be respec ted by others unless 
we have the valor to defend our beliefs. For too long, 
we have lived in an age of Social, Political and Eco- 
nomic adjustment. We have developed a philosophy 
of “going along together.” We must wake up before 
it is too late, say “to h_._- with it” and then just 
accept what is handed to us, without our having 
worked for our ideas or defended our beliefs. 

3. Viratiry. Select one or two fields of Public 
Service and go all out to render the greatest service. 
Put enthusiasm in our projects and solicit 100% 


participation by our members. 
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Hugh W. Brenneman, Public Relations Counsel, 


Michigan State Medical Society, moderated an “Ex- 
Panel. 


very prominent men, each one a specialist in a dif- 


perts” On this panel there appeared four 
ferent field. Fields covered were: Health Insurance, 
Labor, Politics and Management. 

Mr. Morton Miller, Second Vice President, Equi- 
table Life Assurance Company of New York, dis- 
cussed “The Voluntary Health Insurance Problem”, 
touching on such important phases as the insurance 
needs of the geriatrics patient, allowing persons to 
continue their protection after retirement, and the 
rising cost of health care and health insurance and 
here we heard the same old “pitch” about some of 
the increased cost being unnecessary and being 
brought on because of the abuse of hospital usage, 
as well as the ineffectual use of facilities. Yes, in 
a way it is ineffectual. 

Mr. Leo Perlis, Director of Community Services 
Activities, AFL-CIO of New York, gave us Labors 
vision on the problems of medical care. He stressed 
the difference between practice of medicine and pro- 
vision of medical care. He felt there was nothing 
wrong in the practice of medicine but in the pro- 
vision of medical care which provided not enough 
coverage or benefits. He was convinced that we 
could make the voluntary plan work if we kept our 
minds open to all possibilities, and that the impor- 
tant issue was not ‘How to Practice Medicine” but 
how to provide medical care. He urged greater par- 
ticipation by physicians in voluntary health in- 
surance plans. He pictured the whole union as a 
community organization interested in the good of 
the total community, and the laborer as a citizen, 
not just a union member. 

He urged experimentation in the field of provid- 
ing medical care, reminding us that all strides in 
medicine have been accomplished through experi- 
mentation. So far, according to him, experiments 
have been confined to the laboratory, now we should 
have constant experimentation in hospital, home, 
office, dentist and psychiatric care. 

The Honorable Thomas B. Curtis, U. S. House 
of Representatives, 2nd District, Webster Groves, 
Missouri, discussed three basic economic changes 
and their causes. 


1. Suburbanization, which was fostered by elec- 


tricity and modern transportation. 
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Economy of plenty. 


3. Cost of living index. 


He discussed, at some length, the cost of living 
index and gave some very pertinent points and his 
impressions. The increased quality and standard 
of living is the basis for the overall increase in cost 
of living. There is no doubt that our living standard 
is much higher than it was 20 or even 10 years ago, 
and it is impossible for us to have our modern con- 
veniences and necessities, to say nothing of our 
luxuries, without having to pay for them. We don’t 
complain so much about the increased cost of living 
because a large percentage of these expenditures are 
for pleasures and non essentials, but when we have 
to pay a proportionate increase for hospital and 
medical and surgical care, we howl and yet the 
quality of these services, including drugs, has only 
kept pace with our living standards. In consider- 
ing the cost of living, we cannot overlook the in- 
creased cost from a geriatrics standpoint, because the 
problem of the aged is an economic one. It is up to 
us to investigate and solve the problem, or longevity 
will become a bane instead of a boon. 

His remarks on politics were both enlightening 
and amusing. He felt that we were approaching, if 
not already entering, the end of the two party sys- 
tem, and praised both the Senate and the House for 
their honest debate. 

His final remarks dealt with ‘‘The Congressional 
Record and Lobbyist”. According to him, what we 
read in the Congressional Record is not what a 
particular person said but what he wished he had 
said. It represents a member’s speech that was de- 
livered, then edited, revised and deleted as seemed 
most expedient. He defended lobbyists, as being 
honorable—that is the majority of them, admitting 
that there were a few of the other variety—and con- 
cluded with his impression that they render an over- 
all honorable service. 

The last member of the specialists panel was Mr. 
Jules W. Lederer, President, Autopoint Company. 
He is only 40 years of age but he spoke as though he 
had 40 years of business experience. He stressed 
two words in providing better and adequate Public 
Service. 

1. Listen. Learn what the other person is saying 
and wants. 

2. ComMUNICATE. Tell him what you have done, 
what you can do and why. 


He summed up the present business situation as 


he sees it, and predicted the depression to last 18 
more months, with a slow road of recovery. He blames 
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the depression on the increased cest of production 
in a declining market. His statement “The cost of 
living goes up, profits decline and then labor asks 
for increased salaries’’ produced some chuckles and 
a reply from Mr. Perlis. He felt that the basic fears 
of economic welfare manifest themselves in psycho- 
sis and psychosomatic conditions in people and 
thereby increase the need for medical and hospital 
care. He urged us (Doctors) to do a better, more 
constant selling job of ourselves and our product— 
medical care of the public. He predicted a change, 
manifested by some form of socialized medicine and 
stressed the need for a good Public Relations job 
of Public Service on the public 

He was inclined to think that labor did not ap- 
preciate the hospital, medical and surgical coverage 
policies given them by management and “paid for 
out of management’s pocket”. 

At this point, Mr. Perlis took the floor and stated 
that labor not management paid these insurance 
premiums, because in wage negotiations the cost 
of these policies was considered and the yearly wage 
was decreased by the cost of such policies. 

It would have been interesting for some one to 
have called for a survey, showing what percentage 
of personnel purchase hospital, medical and surgical 
coverage and how much coverage was purchased, in 
an instance in which labor was paid more and so 
hospital, medical or surgical coverage provided by 
management. 

Following lunch, Dr. B. G. Gross presented an 
interesting discussion on the familiar phrase “Noth- 
ing is Wrong With Me, Everybody Else is Crazy.” 

During the afternoon, we were coached on Com- 
munications Techniques by such teachers as Dale 
O'Brien, President, Chicago Chapter, Public Re- 
lations Society of America; Wendell Johnson, Ph.D., 
Professor of Speech Patholegy and Psychology, Uni- 
versity of Iowa. 

James Reed, Editor A.M.A. News, discussed the 
newest publication and presented everyone with a 
copy of The A.M.A. News. It is to be published 
twice a month, beginning September 22nd. He stated 
that the basic purpose of The News is to Inform, 
Stimulate and Challenge. It will be complete with 
editorials, cartoons, hobby, sports, travel and art. 
It will be nontechnical. The advertisements will be 
limited primarily to practical aids in problems of 
the practice of medicine and to help the community. 
Editor Reed solicits the cooperation of everyone 
with news, articles, and comments. 

The Social Hour was enjoyed by all. In addition 
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to refreshments, entertainment was provided by Dr. 
James T. Brown and his friends from Springfield, 
Missouri, in the form of a Musical Skit titled *Mu- 
sical (Medical) Hit Parade”’. 


been ordered of this presentation, and will be avail- 


A transcription has 


able to any society which wishes it by merely con- 
tacting Bob Howard, our Executive Secretary. 
Thursday morning, covered new Public Relations 
Projects such as: 
1. The handling of staphylococcus infection in 
hospitals. 


2. Cooperate with the press and give them the 


doctors side of the program. 
3. Social service for older patients. 
standards for 


4. Improved sanitation 


grocery 
stores and meat markets. 

§. Athletic Program. Cooperating between doctors 
and coaching staff of school recommending more 
insurance coverage for students. 

6. Accidental Poisoning. Establishing a Central 
Poison Control and Information Center. 


7. Establishing a medium—not minimum fee 


schedule. 


8. Join and cooperate with the Junior Chamber 
of Commerce in your community. 


Mr. Howard and I sat back and listened to all 
this and I expect we had a very smug expression on 
our faces because to us we felt that The Medical 
Soe iety of Virginia was already well ahead on many 
of these projects that were being recommended that 
morning. Certainly, much is being done in various 
communities to combat a staphylococcus infection 
in hospitals. We feel that our Press-Radio Code of 
Ethics is certainly working excellent in many local- 
ities. Virginia is well in the front with regard to 
providing studies and services for their older pa- 
tients. We feel that most communities have a very 
satisfactory Health Officer, who looks into the sani- 
tation standards of our foods. In regard to the 
athletic program in many communities, the Medical 
Society provides free medical examinations for all 
students in competitive sports and lots of times we 
render service either for free or at a nominal charge 
in those cases that are not covered adequately with 
Our Central Poison Control Center in 
Richmond has certainly done a wonderful job and is 
to be commended for its excellent work. I think 
there is very little disturbance in our midst concern- 


insurance. 


ing a meeting of minimum fee schedules and I feel 


sure that our local societies communicate net only 
with the Junior Chamber of Commerce but with all 
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other civic clubs in any of their projects when called 
upon. 

The final portion of the program dealt with Food 
Faddism and Quackery. This panel was really 
loaded. For power we had Warren Whyte, Attorney 
Law Division of the A.M.A., Kenneth Milstead, 
Ph.D., Director of the Bureau of Enforcement, Food 
and Drug Administration, Washington, D.C., the 
one and only Oliver Field, Director of the Bureau 
of Investigation. For pulchritude, we heard Miss 
Maye Russ, Director of Drug and Cosmetics Divi- 
sion of National Better Business Bureau. All of the 
speakers were tops, but the old adage of saving the 
best for last was never truer than on this panel, 
because Miss Russ capped the climax. 

After Miss Russ, we witnessed the Premiere show- 
ing of “The Medicine Man”, 


portraying the “sales pitch” of charlatans, who make 


a documented film 


unwarranted claims for special diets and supple- 
ments. The characters are Hollywood celebrities. 
These films are available for state and county So- 
ciety use and it is hoped that they will be used 
extensively. 

The luncheon was excellent and so were Professor 
Hillier Krieghbaum and Robert D. Potter who shared 
the after lunch spotlight discussing “Are They Lis- 
tening”’. 

Note: 
you an abbreviated account of the 1958 PR Meeting. 
It is just like trying to describe one of the famous 
Barnum & Bailey 


and so for a vacation that is entertaining and edu- 


I feel that I have very inadequately given 


3 Ring Circus. It can’t be done 


cational, I urge as many of you as possible, please 
plan to attend the 1959 PR Conference. 


Joun Wyatt Davis, Jr., M.D., Chairman 
Public Relations Committee 


Social Security Disability Program. 

In 1954 and 1956 Congress amended the Social 
Security law to protect the benefits of persons who 
become disabled to the extend that they cannot en- 


ge in gainful employment. 

In carrying out the provisions of the amended 
Act the medical profession, of necessity, becomes 
very much involved. 

The article which follows was prepared by the 
Social Security people for the purpose of clarifying 
the doctor's role in the administration of the amended 
Act. 

Our State Rehabilitation Service is made respon- 
sible for assembling data necessary for evaluation 
of the disability of applicants for these benefits. As 
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Chairman of the Medical Advisory Committee for 
the State Rehabilitation Service, I submit the article 
for publication in the hope that it may help doctors 
get a better understanding of the law and the role 
of the doctor in protecting the interests of the ap- 
plicant and of the taxpayer as well. 


Roy M. Hoover, M.D. 


The Physician’s Role in the 
Social Security Disability Program 
Doctors, hospitals, institutions, and agencies who 

have contact with disabled people are frequently 
asked these days to fill out medical reports in con- 
nection with claims under the disability provisions 
of the social security law. Under these provisions, 
disabled workers 50 to 65 years of age, and the dis- 
abled dependent sons and daughters of retired or 
decreased workers, may receive monthly disability 
payments. Disabled workers under age 50 may have 
their social security records “frozen”. This protects 
the future benefit rights of the disabled worker and 
his family. 

To qualify under these disability provisions, a 
person must be unable to engage in any substantial 
gainful activity by reason of a medically determin- 
able physical or mental impairment which can be 
expected to result in death or to be of long-continued 
and indefinite duration. A disabled worker must, 
in addition, have social security credits for work in 
at least 5 out of the 10 years before he became dis- 
abled, including a year and a half out of the 3 years 
before his disability began. A disabled child must 
be both unmarried and dependent, and must have 
become disabled before his or her 18th birthday. 

Applications under the social security disability 
provisions are taken by the more than 570 social 
security district offices, located in communities all 
over the Nation. The social security district office 
gives the disabled applicant information about his 
rights, helps him to fill out his application, and to 
get the proofs and documents he may need to sup- 
port that application. Under the law, the disabled 
person is responsible for furnishing, at his own 
expense, the evidence to show that he is “disabled” 
within the meaning of the social security law. 

His social security district office gives him one or 
more copies of a medical report form on which this 
evidence can be supplied. He is asked to take or mail 
this form to his attending physician or to a hospital, 
institution, public or private agency where he has 
been treated for his disabling condition. This report 


form, designed as a guide for the reporting physi- 
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cian, lists the ind of medical facts essential for the 
determination of “disability”. However, the report- 


ing doctor is not required to use it; if he prefers, 
he may make his report in the form of a narrative 
summary or he may submit photocopies of the per- 
tinent medical records. The completed reports are 
to be returned by mail to the social security district 
office. 

By providing a full and objective clinical picture 
of his patient, the reporting doctor fulfills his re- 
sponsibility to his patient and, incidentally, expe- 
dites the decision. To be of maximum use for the 
evaluation of a patient’s capacity for work, the 
report should include a history of the impairment, 
the symptomatology, clinical findings and diagnosis. 
Obviously, the reporting physician has an important 
role in the operation of the social security disability 
provisions. He is not, however, asked to decide the 
issue of “disability”. The determination as_ to 
whether a patient is “disabled” must be made within 
the scope of the social security law; often it is based 
on evidence from more than one medical source. 
Also the determination must take into account fac- 
tors which are not purely medical factors such as 
education, training and work experience. 

Some doctors feel that they should be reimbursed 
by the Government for the cost of preparing the ini- 
tial medical reports on their patients, and it is, of 
course quite within their prerogative to charge the 
patient a fee for that service. However, under the 
law, the Social Security Administration cannot pay 
that fee; that is the individual’s responsibility. 

Often doctors are perturbed when asked to com- 
plete medical reports for individuals whom they may 
not have seen for years. In these cases, however, 
the physic ian is not expected to describe the present 
condition of the patient, but his medical condition is 
of the time he made his last examination. Although 
the social security disability provisions were made 
applicable to persons whose disabilities may have 
begun as far back as 1941, all those with long-stand- 
ing disabilities must apply before July 1, 1958. 
After June 1958, therefore, this problem should be 
much relieved. 

After the applicant has filed his claim under the 
disability provisions, and furnished the supporting 
evidence, his case is forwarded by his social security 
district office to an agency of his State—usually the 
State vocational rehabilitation agency. 

The evaluation of disability is made by a “review 
team” in the State agency. There are at least two 


professional people on each team. One of the two 
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is a doctor of medicine (often a practicing physician 
who serves with the State agency on a part-time 
basis); the other is trained in evaluating the per- 
sonal and vocational] aspects of disability. The team 
must decide whether the applicant is sufficiently dis- 
abled according to the BOASI standards to prevent 
him from engaging in any substantial gainful ac- 
tivity within the foreseeable future. To evaluate 
the effect of impairment on the individual’s ability 
to work requires the kind of medical evidence that 
confirms the diagnosis and measures remaining func- 
tional capacities of mind and body. By furnishing 
complete and objective evidence, the reporting phy- 


sician makes it unnecessary for the reviewing phy- 


sician to “write back” for additional clinical or 
laboratory data. 

When the medical evidence initially submitted 
indicates a reasonable likelihood that the applicant 
is disabled, but more precise clinical or laboratory 
findings are needed to arrive at a sound decision, 
or to resolve conflicts in the evidence, a consultative 
examination (usually at the specialist level) may be 
When 


such consultative examinations are found necessary, 


required to obtain additional information. 


payment may be made in accordance with the es- 
tablished examination fee schedule of the State 
rehabilitation agency. 


Evaluation of Disability 

The central purpose of disability evaluation is to 
determine remaining mental and physical capacities. 
A realistic evaluation of disability must be based on 
clinical and laboratory tests of the individual’s abil- 
ity to meet the metabolic demands of activity, to 
reason, to perceive, and to perform certain basic 
activities such as sitting, standing, bending and 
walking. When incapacity results from severe im- 
pairment of one or more such functions, it is essen- 
tial to establish not only the fact that functional 
impairment exists, but also its extent. 

A brief discussion of disability from heart dis- 
ease may serve to illustrate the kind of evidence 
needed to measure the patient’s remaining functional 
after 


capac ity, Most fre- 


quently, impairments of the circulatory system pro- 


appropriate therapy. 
duce loss of bodily function by reduction of cardiac 
reserve, or interference with peripheral vascular 
circulation. As a result the circulatory apparatus 
cannot meet effectively the metabolic demands placed 
upon it. The diagnosis of the condition usually 
reflects whether the impairment is caused by valvular 
disease, myocardial] damage or vascular pathology. 

Cardiac size by x-ray or physical and EKG find- 
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ings furnish objective proof of cardiac pathology. 
The amount of dyspnea or angina described in terms 
of the number of steps that can be mounted or dis- 
tance in feet or blocks that the patient can walk is 
highly significant te evaluation of the degree of loss 
of function. The presence or absence of cardiac 
edema and response to therapy are also indicative 
of severity of cardiovascular impairments. The status 
of the pulse in the peripheral vessels may provide 
gross clinical evidence of impaired circulation of 
the extremities. 

Impairments of the cardiovascular system may 
manifest themselves with dramatic suddenness, e.g., 
myocardial infarction, obstruction of vessels in pe- 
ripheral or central nervous system circulation, lungs 
and other visceral organs. The initial clinical 
manifestations are severe and the prognosis dubious. 
With survival from the acute stage, and appropriate 
therapy, substantial improvement can be expected 
over a period of time. A realistic evaluation of re- 
maining function should be made after the convales- 
cent period. Hence, the clinical and laboratory find- 
ings after maximum improvement from treatment are 
particularly valuable in making a determination of 
remaining cardiac, (Note 


that a “waiting period”, is prescribed by law, ie., 


brain or other function. 


the first monthly disability insurance benefit cannot 
be paid until the seventh month after the onset of 
the disability.) A description of the acute attack 
helps confirm the diagnosis and should therefore be 
included in the report. 

Loss of function is evaluated on the basis of 
clinical and laboratory findings after maximum ben- 
efit from treatment. Clinical information concern- 
ing nature and response to treatment furnishes in- 
formation on stability of functional capacity, i.e., 
a history of period ic decompensated heart disease, 
in spite of treatment, would indicate a comparatively 
severe condition. 

More complicated tests of vascular function may 
be required in certain cases, e.g., arteriography. The 
reporting physician should not be concerned because 
he may not have equipment to perform these tests. 
A carefully performed exercise tolerance test (if not 
medically contraindicated) will almost always pro- 
vide the clinical evidence needed to evaluate the 


degree of remaining function. 
Conclusion 


In developing evaluation guides for the use of 


State agency and its own technical and professional 
personnel, the Social Security Administration has 
had the continuing cooperation of a Medical Ad- 
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visory Committee appointed by Commissioner Schott- 
land, in February 1955. The Committee is composed 
of recognized specialists associated with medical and 
allied professions in various fields outside Govern- 
ment, such as general practice, research, medical 
education, industry and labor. 

The American Medical Association has cooperated 
with the Social Security Administration by inform- 


Sick Absence 


Work absence due to illness may cost American 
industry as much as $10 billion a year. 

No one knows, however, exactly how much time 
is lost by workers because there is no uniformity 
in keeping records and defining absence. 


A start toward solving the problems of uniform 


definitions and records has been made this year by 


the American Medical Association through its Com- 

mittee on Medical Care of Industrial Workers. 
The committee has just issued a preliminary guide 

for measuring work absence due to illness and in- 


jury. It contains various definitions and formulas 
which the committee hopes will serve as a founda- 
tion for the uniform collection of sickness absence 
statistics by management. 

The guide is a preliminary one, which eventually 
will be revised on the basis of suggestions from 
companies and physicians using it. 

According to the guide’s forewcrd, the use of uni- 
form definitions and measurements will insure com- 
parability of sick absence records within a given 
industry from time to time, as well as between indus- 
tries. 

Its use may help bring about “a clearer recogni- 
tion of sick absence and a more accurate evaluation 
of its real impact upon industry and the employed 
population.” 

Among the guide’s recommendations are: 


ing its members about the medical aspects of the 
disability program, especially the preparation of 
medical reports. On June 1, 1957, the Journal of 
the American Medical Asscciation carried a com- 
prehensive report on the administration and organi- 
zation of the disability provisions. Regulations on 
the meaning of disability appeared in the September 
28, 1957, issue. 


from Work 


That a sick or injured employee absent from 
work be listed as on sick absence, not on “leave 
without pay” or “administrative leave,” especially 
after the absence has exceeded a specified number 
of days. 

—That sick absence be classified according to its 
origin—occupational or non-occupational. 

That duration of absence be based on calendar 
days rather than on work or “scheduled” days. This 
is in line with the practice used for sickness disa- 
bility benefit payments and in sickness surveys 
among the general population. 

-That medical terminology for recording diag- 
nosis be based on “The Standard Nomenclature of 
Diseases and Operations,” a book which lists ac- 
cepted terms for diseases and operations. Future 
revisions of the guide will contain a recommended 
nomenclature. 

That occupational categories be set up on a 
specific basis, with the major categories being man- 
agerial and supervisory; clerical and sales; skilled; 
and semi-skilled and unskilled. 

The Committee on Medical Care for Industrial 
Workers is a joint committee of the A.M.A. Coun- 
cils on Industrial Health and on Medical Service. 
Its chairman is Dr. Frank J. Holroyd, Princeton, 
W. Va. Copies of the 11-page guide may be obtained 
from either of the A.M.A. councils. 
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Current Currents 


SPECIAL REPORT ON ACTIONS OF THE HOUSE OF DELEGATES 
OF THE MEDICAL SOCIETY OF VIRGINIA 


THE NEW PRESIDENT of The Medical Society of Virginia is Dr. Walter P. Adams, 
Norfolk. The President-Elect is Dr. Allen Barker, Roanoke and the First Vice-Presi- 
dent Dr. Guy W. Horsley, Richmond. Elected as Second Vice-President is Dr. James 
Peery, Cedar Bluff, and Third Vice-President, Dr. McLemore Birdsong, Charlottes- 


ville. 


SOCIAL SECURITY was the subject of a resolution which provoked spirited debate. 


The resolution would have approved the extension of social security coverage to the 
medical profession and directed that Virginia’s Delegates to the American Medical As- 
sociation introduce a similar resolution. The House, however, voted to accept the Ref- 


erence Committee’s recommendation that the resolution not be approved. 


A MAJOR HOSPITAL INSURANCE program was approved and the membership 


will soon be furnished full details. The program will provide a choice of three deduc- 
tible plans—all of them featuring $10,000 limits. Approved also was a business over- 


head expense plan which will be made available to the membership in the very near 
future. 


TUBERCULOSIS was recognized as still being a serious public health problem in Vir- 


ginia and a continuation of chest x-ray surveys was endorsed in accordance with rec- 


ommendations of the State Health Commissioner. Special emphasis was placed on the 
older population, on those who have not had chest x-rays in recent years and all special 
smaller groups with recognized high incidence of tuberculosis. 


THE INCREASING DIFFICULTY of continuing resident training in community 
hospitals was considered and the President was directed to have the problem studied by 
a special committee. This same committee would study the problems relating to the 


licensing of physicians in Virginia and make such recommendations as it believes ad- 
visable. 


A CLOSER BOND BETWEEN LAWYERS AND PHYSICIANS was brought about 
when the House adopted “Standards of Principles Governing Lawyers and Physicians”’. 
It should be mentioned that these “Standards” were unanimously adopted by the Vir- 
ginia State Bar during its annual meeting earlier in the year. 


POLIOMYELITIS VACCINE was recommended for all persons from the age of 3 
months to 40 years and the Society was directed to encourage all in that age group to 


receive the recommended three injections. 


APPROVAL WAS GIVEN to the “Principles and Policies” recommended by a special 
committee. In accepting the committee’s recommendations, the House in effect agreed 


that the survival of the medical profession as a group of dedicated individuals, free to 
serve without limitation except as imposed by available scientific knowledge and art 
of‘application, depends completely upon the adherence and conformance of the medical 


profession to basic and fundamental principles of ethics. 


THE BY-LAWS WERE AMENDED in such manner as to permit those AMA Dele- 


gates appointed by the President in order to fill vacancies resulting from an increase in 


the number of Delegates authorized, to serve until the end of that calendar year. This 
amendment permits the provisions of Article VII, Section 4, to conform with similar 


provisions of the American Medica! Association. 


THE AMERICAN MEDICAL EDUCATION FOUNDATION was mentioned in a 
resolution calling for closer cooperation between the State AMEF Committee and local 


AMEF chairmen. Members of the House were requested to contact local societies in 


their areas and urge them to appoint local chairmen as soon as possible. 


THE PASSAGE OF A SECOND INJURY LAW was again urged by the House. The 
matter is currently being studied by a special committee of the Virginia Advisory Leg- 


islative Council. 


GENERAL PRACTITIONER OF THE YEAR is Dr. T. C. Sutherland, Haysi. 


THE 1959 ANNUAL MEETING will be held at the Hotel Roanoke from October 


4-7.. The House accepted an invitation from the Norfolk County Medical Society to 


hold its 1960.Meeting in that area. Received also was an invitation to meet in Wash- 
ington in 1961. Council was directed to place the 1961 Meeting on its next agenda. 


DR... VINCENT W. ARCHER, Charlottesville, was re-elected as a Delegate to the 
American Medical Association and Dr. Malcolm H. Harris, West Point, was elected as 
his, alternate. Elected to the Council were Dr. Byrd S. Leavell, Charlottesville, and Dr. 
Richard E. Palmer, Alexandria. 


This summary covers only a few of the important subjects considered by the House of 
Delegates. Please read the complete minutes in the next issue of the Virginia Medical 
Monthly. 
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Miscellaneous... 


Principles of Medical Ethics 


This is the last of the series of “Principles of 
Medical Ethics”, the first appearing in the Feb- 
ruary issue. Each section has been reviewed, ac- 
companied by a detailed explanation from the Ju- 
dicial Council of the American Medical Association. 

SECTION 10 

The honored ideals of the medical profession 
imply that the responsibilities of the physician ex- 
tend not only to the individual, but also to society 
where these responsibilities deserve his interest and 
participation in activities which have the purpose 
of improving both the health and the well-being of 
the individual and the community. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 10 

The Judicial Council is of the epinion that Src- 
TION 10 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections 
of the 1955 edition of the Principles, including 
Chapter I, Section 5 (The Relationship of the Phy- 
sician to Media of Public Information); Chapter 
VIII, Section 1 (Physicians as Citizens); Chapter 
VIII, Section 2 (Public Health). These sections 
are reproduced below as guides in the interpretation 
of SECTION 10. 


CHAPTER I, Section 5 (THE RELATIONSHIP OF THE 
PHYSICIAN TO Mepia oF PUBLIC INFORMATION) 
1955 EDITION OF THE PRINCIPLES OF MEDICAL 
ErHics: 

Many people, literate and well educated, do not 
possess a special knowledge of medicine. Med- 
ical books and journals are not always easily 
accessible or readily understandable. 

The medical profession considers it ethical 
for a physician to meet the request of a com- 
ponent or constitutent medical society to write, 
act or speak for general readers or audiences. On 
the other hand, it may often happen that the 
representatives of popular news media are the 
first to perceive the adaptability of medical ma- 
terial for presentation to the public. In such a 
situation the physician may be asked to release 
to the public some information, exhibit, draw- 
ing or photograph. Refusal to release this mate- 
rial may be considered a refusal to perform a 
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public service, yet compliance may bring the 
charge of self-seeking or solicitation. 

An ethical physician may provide appropriate 
information regarding important medical and 
public health matters which have been discussed 
during open medical meetings or in technical 
papers which have been published and he may 
reveal information regarding a patient’s physical 
condition if the patient gives his permission, but 
he should seek the guidance of appropriate offi- 
cials and designated spokesmen of component or 
constituent medical societies. Spokesmen should 
be empowered to give prompt and authoritative 
replies and a list should be issued which iden- 
tifies them and discloses the manner in which 
they may be reached. These provisions are made 
with full knowledge that the primary responsi- 
bility of the physician is the welfare of his patient 
but proper observation of these ethical provisions 
by the physician concerned should protect him 
from any charge of self-aggrandizement. 

Scientific articles written concerning hospitals, 
clinics or laboratories which portray clinical facts 
and technics and which display appropriate il- 
lustrations may well have the commendable effect 
of inspiring public confidence in the procedure 
described. Articles should be prepared authori- 
tatively and should utilize information supplied 
by the physician or physicians in charge with the 
sanction of appropriate associates. 

When any sort of medical information is re- 
leased to the public, the promise of radical cures 
or the boa}ting of cures, or of extraordinary skill 
or success jis unethical. 

An institution may use means, approved by 
the medical profession in its own locality, to in- 
form the public of its address and the special 
class, if any, of patients accommodated. 


CuaptTer VIII, Section 1 (PHysicrans as 

ZENS) 1955 EDITION OF THE PRINCIPLES OF MED- 
ICAL ETuIcs: 

Physicians, as good citizens, possessed of spe- 

cial training, should advise concerning the health 

They 

should bear their part in enforcing the laws of 


of the community wherein they dwell. 


the community and in sustaining the institutions 
They 


should cooperate especially with the proper au- 


that advance the interests of humanity. 
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thorities in the administration of sanitary laws 
and regulations. 


CuHapTer VIII, Section 2 (Pusiic HEALTH) 1955 
EDITION OF THE PRINCIPLES OF MEDICAL ErHIcs: 
Physicians, especially those engaged in public 
health work, should enlighten the public con- 
cerning quarantine regulations and measures for 
the preventicn of epidemic and communicable dis- 
eases. At all times the physician should notify 
the constituted public health authorities of every 
case of communicable disease under his care, in 
accordance with the laws, rules, and regulations 
of the health authorities. When an epidemic pre- 
vails, a physician must continue his labors with- 
out regard to the risk to his own health. 


ANNOTATIONS 
to 
SECTION 10 
OPINIONS AND REPORTS OF THE JUDICIAL COUNCIL 

The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting SEcTION 10. 

ADVERTISING AND THE DaILy Press 

The Principles of Ethics of the AMA define 
clearly the methods which are objectionable for 
physicians to use to bring themselves into the public 
notice in their endeavor to gain a livelihood. They 
state clearly the methods by which a man may rise 
by honorable endeavor to the fame of a well-earned 
reputation, and suggest the different methods by 
which a man may gain unsavory notoriety. The 
standards of the medical profession have always 
demanded that physicians shall not exploit their 
ability or achievements to the laity. The medical 
profession condemns such advertising as quackery. 
The refraining from or the employment of advertising 
in the clearly defined difference between a reputa- 
table physician and a quack—the physician, one 
who quietly, through his professional work and at- 
tainments seeks by daily honorable dealing to spread 
the truth among his patients; the quack, one who 
endeavors to obtain his livelihood by playing on the 
credulity of the ignorant and the timid, imposing 
on.the public statements known to be false, stop- 
ping at nothing in his effort to enhance his notoriety 
or fill his pocket. 

The public is eager to hear and learn all it can 
of the most recent advances in the cure of diseases 
that so far have baffled the efforts of men to cure, 
it is eager to hear of the brilliant operations by 
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which men have seemingly been saved from certain 
destruction and brought back to useful existence. 
It is anxious to learn and put in practice the best 


methods of public hygiene and preventive medicine. 
The daily press has correctly considered such sub- 
jects as news, as that is what interests its daily 
readers, but the medical profession has been placed 
at a disadvantage. The members of the profession 
who value the kind of reputation which they may 
bear before the public and from whom the most 
accurate information could be obtained, have been 
forced to see the most garbled statements published 
as medical facts, or have been refused cpportunities 
to have the truth published unless they were willing 
to put themselves in the false position of self- 
exploitation. Certain other members of the profes- 
sion, however, with a very wide-awake commercial 
spirit, have quickly seen the means by which they 
may appear in the press as doing extraordinary 
things above their fellows, and have eagerly seized 
on the opportunity, to have their picture, their honors 
and their doings put in the public press. While this 
may not be quackery it must be acknowledged to 
be advertising. It is frequently difficult to decide 
where one ends and the other begins. Certain news- 
papers have heralded this stepping over the limits 
of the strict adherence of the profession to its non- 
advertising principles as something much to be 
desired. They seemingly fail to understand and 
appreciate that if the barriers which the medical 
profession has held up, and still holds up are 
broken down, quackery will become more and more 
rampant, and although the ease with which the press 
will obtain the sensations it desires will increase, 
the accuracy and the truth and the value of the news 
which they so eagerly seek will soon be ruined. 

To all questions there are two sides and we must 
realize that if the AMA endeavors to arouse in the 
public an interest in medical matters and increase 
their knowledge of public health and hygiene with 
this increased knowledge will come a demand for 
more knowledge concerning the various diseases 
which may be acquired by any individual. The 
daily press has a right to publish that which is of 
interest to its readers; hence it has a right to a 
knowledge of medical matters that shall be accurate 
and given by honorable men. On the other hand 
there is every reason why the medical profession 
shall keep up its barriers against the self advertis- 
ing of individuals for selfish purposes and no ade- 
quate reason why these barriers should be let down. 


The Judicial Council therefore recommends to the 
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House of Delegates the following resolution: Rer- 
SOLVED it is the sense of the House of Delegates of 
the AMA that each county society should constitute 
a publicity committee whose duties shall be to give 
to the daily press accurate information on all med- 
ical matters of interest to the public, that this shall 
be freeiy given without the mentioning of names 
or from whence the information comes, and that this 
committee shall act in an advisory capacity to all 
physicians of its society in questions relating to pub- 
(1914 
Report). |The resolution was adopted by the House 
of Delegates |. 


lications other than in the medical press. 


MepicaL Pusiic RELATIONS 

In the ever-expanding field of medical public 
relations, no single phase has developed more than 
that which leads to the publication in national lay 
magazines and newspapers of stories of research 
or surgery. Such articles, where authoritatively pre- 
pared, usually tend to add to public confidence in 
the proc edure described. The members of the Ju- 
dicial Council believe that public confidence would 
be greatly enhanced, if a footnote printed with the 
article set forth the information that the article as 
written had the approval of the county or state, or 
(1952 Report). 


both, medical societies. 


Use or PHysIcIANS NAME IN CONNECTION WITH 
Civic ENTERPRISES 

The Judicial Council, at a recent meeting, ap- 
proved the following comments expressed by Dr. 
George F. Lull, Secretary of the Association: 

“TI believe it is an excellent thing for physicians 
to take part in civic enterprises. I think we have 
gone the other way and held ourselves aloof so long 
that we are not considered part of the community 
in many places. It is my personal opinion that our 
public relations can be improved by each individual 
physician’s activities, since the people who come in 
contact with him usually judge all physicians by his 
standards.” 

The Judicial Council does not believe that the 
use of a physician’s name in connection with a civic 
project should, in itself, be considered contrary to 
the Principles of Medical Ethics. (JAMA, March 
30, 1957) 


Nutrition and a State Medical Society 
HE ultimate goal of all research and clinical 
investigation in nutrition is the improvement of 

the health of the people. To this end several pro- 


gressive state medical societies have established pro- 
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grams which vary in scope and objectives but which 
have as their fundamental philosophy the “practical 
application” of our newer knowledge of nutrition. 

One of the leading examples of such a progressive 
viewpoint may be found in the report of the Com- 
mission on Nutrition of the Medical Society of 
Pennsylvania (Pennsylvania M. J. 60:1113, 1957). 
The Commission’s report may well be studied by 
appropriate commissions of other state medical so- 
cieties for it represents an admirable example of 
what can and should be done. 

In brief, the Commission has had two objectives: 
(1) The stimulation of interest in clinical nutrition 
at state and county levels; and (2) the dissemina- 
tion of factual information on nutrition to both 
practicing physicians and the laity. 

Among the numerous accomplishments of the 
Committee are the following: 

A number of editorials on various aspects of ap- 
plied nutrition appeared in the state medical journal. 

Three exhibits were presented at the annual ses- 
sions of the state medical society. These dealt with 
obesity, electrolytes, and salt free diets. 

A Coordinating Committee was established with 
representatives from city, state, and health medical 
societies, dental societies, state nurse organizations, 
etc. This Committee undertook a survey of the extent 
of nutritional training in hospitals. It was learned, 
not unexpectedly, that most hospitals, offer little or 
no training in nutrition to interns and residents. 
The great majority of institutions, however, expressed 
a desire for a manual on standard therapeutic diets 
for both reference and teaching purposes. As a re- 
sult, therefore, the Coordinating Committee prepared 
a manual of standard therapeutic diets which ap- 
parently has met with considerable enthusiasm state 
and nationwide. Copies of the manual have been dis- 
tributed free of charge to senior medical students of 
the six medical schools in Pennsylvania. 

As part of an education program, the State Nu- 
trition Commission organized various symposia. 
These were held at State Medical Society meetings, 
and in cooperation with the National Vitamin Foun- 
dation, and with the Philadelphia County Medical 
Society. 

The Commission has also urged the establishment 
of nutrition clinics throughout the state and sup- 
ported a pioneering nutrition clinic now in operation 
at the Philadelphia General Hospital. 

In cooperation with the Dietetic Association, a 
program will be prepared for the laity. 


The Commission cooperated with the Pennsylvania 
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Heart Association in the preparation of a manual 
on salt-free diets for free distribution. 

The Commission also prepared a program of vita- 
min and other nutritional supplementation for pa- 
tients under state public assistance. This doubtless 
will save the taxpayer a considerable amount of 
money. 

The writer has had an opportunity to see a 
proposal for the establishment of a Division of Nu- 
trition within the Department of Public Health of 
the City of Philadelphia. Because it is felt that 
this may be of interest to some of our readers, the 
following is a brief summary of this proposal. 

The purposes of such a Division of Nutrition 
within a City Department of Public Health are (1) 
the promotion of better public health through re- 
search and special clinics; (2) the prevention of 
diseases arising from public ignorance of this field; 
and (3) direct participation in programs both in 
prenatal clinics, maternal nutrition studies, and 
school nutrition projects; and finally (4) rehabilita- 
tion of those who are in medical need from the 
public health standpoint, such as obesity, nutritional 
anemia, diabetes, etc. 

The recommended organization would be located 
in a large city hospital. The staff would consist of 
a director, three physicians, two dietitians, a psy- 
chiatrist, a laboratory technician, two social workers, 
and a clerk. A number of laboratory studies would 
be performed including, in addition to routine deter- 


minations, analyses of vitamin C, urinary thiamine, 


urinary riboflavin, and electrolytes. 

The Nutrition Division could plan courses for 
members of the Department of Public Health, such 
as public health nurses, dietitians employed by other 
state and city agencies, general physicians, and 
school physicians. Furthermore, this division could 
furnish consultants to other departments within and 
outside the Department of Health, would engage 
in the nutrition and education in medical schools 
and hospitals, help improve dietary practices in 
various state institutions, and advise various indus- 
trial hygiene divisions. 

It is clear that a great deal may be offered by 
city- and state-organized medicine in improving the 
role of nutrition as a medical science and as an ad- 
junct toward the health of the public. 

A special commendation should be made to the 
Commission on Nutrition, State of Pennsylvania, 
under the chairmanship of Dr. Michael G. Wohl, 
whose members include Drs. T. E. Machella, R. E. 
Olson, H. N. Seiple, J. N. Seitchik, P. L. Shallen- 
berger, Paul C. Shoemaker, J. M. Strang, and C. 
W. Wirts, Jr. 

It is hoped that through these means some of the 
progress in clinical nutrition can be brought to a 
more practical application to the health of the people. 


S. O. Watre, M.D. 


Reprinted from THE AMERICAN JOURNAL OF 
CLINICAL NUTRITION July-Aug. issue, Vol. 6, No. 4 
pp. 339-340, copyright 1958 and printed in the U.S.A. 
Published by The American Journal of Clinical Nutrition, 
Inc., 11 E. 36 St., N. Y. 16. 
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Editorial.... 


The New President 


\W 7 ALTER P. ADAMS, M.D., a native of Norfolk and a graduate of the Univer- 


sity of Virginia, comes to the Presidency of The Medical Society of Virginia 


with an extensive knowledge of the problems of the Society and the profession. 


Among the positions which he has held in the past are: The Presidency of the 
Norfolk County Medical Society, Councilor to the 2nd District, and the Presidency 


of the Medical Alumni of the University of Virginia. 


During World War II he saw active service as a Medical Off.cer in the U. S. Navy. 


Water P. Apams, M.D. 
President, The Medical Society of Virginia 


Before and after his military service he has been engaged in the private practice of 
Internal Medicine in Norfolk. 


A short biographical sketch may be of interest to those who do not know his personal 
background. He was born in Norfolk, Virginia, on February 2, 1899. His parents, now 


deceased, were Dr. Walter J. Adams, long active in the practice of medicine and 
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Pauline Forstall Adams, one of the early women lawyers of Norfolk. After his gradu- 


ation from the Medical School of the University of Virginia in 1922, he served as 


intern at Sarah Leigh Hospital, and continued association with the Sarah Leigh Clinic 


grandchildren. 


many years on the Vestry. 


until its dissolution in 1932. He is a Fellow of the American College of Physicians. 


In 1929 he married Charlotte Norton Wales. They have two children and four 
Dr. Adams has been very active in his church, Christ and St. Luke’s, and has served 


To the present writer the most impressive character trait of Walter P. Adams is his 


sincere and quiet devotion to the highest ideals of the medical profession. He is ever 


ready to work and serve in any capacity in which he believes he can possibly contribute 


to the improvement of the practice of medicine. In considering any problem dealing 


with the medical profession, his first thought is invariably “What course ultimately 


will be best for the patient?” 


Never is his intellectual position rigid. He has the 


ability to investigate all sides of a question and then weigh the evidence before reach- 


ing a conclusion, but once he is convinced of the right course, he stands on his con- 


victions. 


A strong supporter and advocate of organized medicine, because he believes that such 


organization is essential for the best practice, Walter Adams is indeed fitted to be 


President of The Medical Society of Virginia for the coming year. We may be confident 


that the decisions which he will be called upon to make will be calm, reasoned, and 


in the best interests first, of the recipients of medical care, and next, of those whose 


duty it is to render it. 


Society Proceedings .... 


Fairfax County Medical Society. 

Dr. Robert Parrot, physician-in-chief at Children’s 
Hospital, Washington, delivered the first Annual 
Zinzi Memorial Lecture of the Fairfax County Med- 
ical Society held on October 11th. His subject was 
Newly Isolated Viruses in Children. 

Shortly after Dr. Zinzi’s death, the Society voted 
to establish at each October meeting The Zinzi 
Memorial Lecture to deal with some phase of pedi- 
atrics as a tribute to the outstanding contributions 
which Dr. Frank Zinzi has made to pediatrics in 
Northern Virginia. 

Dr. Ardwin Barsanti is chairman of the lecture 
Serving with him were Drs. Frances 


committee. 
Ayres, John Bunce, Harry McDermott and Adrian 
Recinos. 
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Alexandria Medical Society. 

At the meeting of this Society on September 11th, 
the speaker was Dr. James E. Chapman, Washing- 
ton, D. C. He is chairman of the Committee on 
Emergency Medical Service in Washington and de- 
scribed the manner in which his committee is formed, 
and in a very interesting talk told how they func- 
tion, based mostly on teams made up according to 
location. They have attended courses on manage- 
ment of mass casualties. 


Williamsburg-James City Medical Society. 
At a meeting, held on October 8th at the Williams- 
burg Lodge, W. J. Longan, D.D.S., Richmond, spoke 


on X-Ray Manifestations of Systemic Diseases. 
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Southwest Virginia Medical Society. 

At the meeting of this Society held in Bristol on 
September 11th, Dr. J. G. Cox, Hillsville, was 
elected president; Dr. W. S. Credle, Bristol, vice- 
president; and Dr. M. A. Johnson, Roanoke, secre- 
Dr. R. H. Jones, Jr., Roanoke, is 
the retiring president. 


tary-treasurer. 


International College of Surgeons. 

The United States Section of the College will hold 
its Mid-Atlantic Regional meeting at the Homestead, 
Hot Springs, Virginia, November 17-18. 


Nens.... 


New Members. 

Since the list published in the October issue af 
the Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 

William Bauer, M.D., Norfolk 

Mannheim Mendel Bocknek, M.D., Falls Church 

Hugh Howard Crawford, M.D., Norfolk 

Dirk Enthoven, M.D., Buena Vista 

James W. Gibson, M.D., Middleburg 

James Phillip Hartley, M.D., Springfield 

Elizabeth H. Hill, M.D., McLean 

Colin Henri Gard Kendall, M.D., Hampton 
John P. McDade, M.D., Franconia 
Robert Bernard Neu, M.D., Arlington 
John W. Painter, M.D., Fredericksburg 
William H. Pifer, M.D., Winchester 
Mervyn Stuart Carter Rooney, M.D., Richmond 
Frederick Henry Savage, M.D., Richmond 
Charles C. Swift, M.D., Franklin 
Robert Kenneth Wineland, M.D., Alexandria 


Dr. Lewis Honored. 

Dr. A. Warner Lewis, Sr., Aylett, was recently 
honored by the King William Ruritan Club for his 
“long and faithful service” to the rural peoples of 
this and adjoining counties. He was presented with 
a silver bowl. Dr. Lewis has been in practice for 
forty-five years and has served in three counties 
answering night and day calls. He has found time 
to be active in civic projects, serving on the school 
board for eight years and was a charter member 
and president of the Ruritan Club. 
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The scientific program will consist of 10 papers, 
two panels and a sound movie in color. These will 
cover a wide range of subjects with speakers from 
all parts of the country. The program committee 
consists of: Drs. Wade H. St. Clair, Bluefield, hon- 
orary chairman; William C. D. McCuskey, Wheeling, 
West Virginia, co-chairman; George Bourne; Roa- 
noke; Francis McGovern, Danville; and Russell 


Buxton, Newport News. 
Further information may be had by writing Dr. 
E. G. Gill, 711 South Jefferson Street, Roanoke. 


A.M.A. Clinical Meeting 

More than 3,000 physicians are expected to attend 
the American Medical Association’s 12th clinical 
meeting December 2-5 in Minneapolis. 

Designed to help the family physician solve his 
daily practice problems, the meeting has been 
planned in cooperation with Minneapolis physicians. 
General chairman of the meeting is Dr. O. L. Nor- 
man Nelson, Minneapolis, president of the Henne- 
pin County Medical Society. Dr. N. L. Gault, Jr., 
Minneapolis, is the scientific program chairman. 

The scientific portion of the program will be held 
in Minneapolis Auditorium, while the House of 
Delegates, the A.M.A. policy-making body, will 
meet at the Leamington Hotel, headquarters for the 
meeting. 

In Minneapolis Auditorium will be 100 scientific 
exhibits prepared by physicians and the A.M.A. 
Council on Scientific Assembly. Among them will 
be exhibits on medical history in Minnesota, includ- 
ing information about Indian medicine and the Mayo 
Clinic. 

There will also be approximately 130 technical 
exhibits presented by pharmaceutical houses, medical 
equipment manufacturers, food processors, medical 
book publishers and other commercial organizations. 

Approximately 200 physicians will participate in 
lecture meetings, symposiums, and panel discussions 
on such subjects as neurology and psychiatry, cardio- 
vascular disease, arthritis, orthopedics and various 
other medical topics. 


Approximately 35 medical motion pictures will 
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be shown in Minneapolis Auditorium. A _ special 
feature will be a symposium on proctology Wednes- 
day evening, December 3. Moderated by Dr. Ray- 
mond Jackman, Mayo Clinic, it will include three 
films made by Dr. Jackman; Dr. Malcolm Hill, Los 
Angeles, and Dr. Lawrence Abel, London, England. 

Another special feature of the meeting will be 
a trans-Atlantic conference between A.M.A. mem- 
bers in Minneapolis and British Medical Association 
members in Southampton, England. It is scheduled 
for Friday, December 3. The British association will 
be holding a clinical session at that time. 

Closed circuit colored television again will be 
It will be 
sponsored by Smith, Kline and French Laboratories, 
Philadelphia pharmaceutical house. Programs orig- 
inating in the Mayo Memorial Building of the Uni- 
versity of Minnesota Hospital will be shown in 
Minneapolis Auditorium. Among the topics will be 


cardiac by-pass, neurology 


shown to doctors attending the meeting. 


, orthopedic problems of 
the extremities, and caesarian section. 


Dr. Byrd S. Leavell, 


Charlottesville, has named assistant dean 
of the University of Virginia School of Medicine. 
He will succeed Dr. Henry B. Mulholland who has 
retired from this position. 


been 


Dr. Leavell has been a 
member of the University faculty since 1939 and 
professor of internal medic ine since 1954. 

Dr. Mulholland will continue his medical prac- 
tice and teaching duties as professor of internal 
medicine. 


Dr. David Garner, 


Roanoke, has been named chairman of the phy- 
sicians’ division for the United Fund campaign. 
He will be assisted by Dr. Harry B. Stone. 


Medical Seminar Cruise. 


The Alumni Association of the New York Uni- 
versity College of Medicine is sponsoring a medical 
seminar cruise to the Caribbean, visting San Juan, 
St. Thomas, Ciudad Trujillo, Cap Haitien, and 
Nassau. The cruise will be aboard the M. S. Italia 
sailing from New York on February 21st and re- 
turning on March 8th. 

This medical seminar constitutes 30 hours ac- 
ceptable Category I 
A.A.P.G. 
pressly for the purpose of conducting this medical 
seminar. 


Postgraduate Requirements 


The M. S. Italia has been chartered ex- 


For further details, write Dr. William N. Hub- 
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bard, Jr., Associate Dean, New York University 
College of Medicine, Room 164, 550 First Avenue, 
New York 16, New York. 


Dr. Benedict Nagler, 

Superintendent of the Lynchburg Training School 
and Hospital, has been invited by the director of 
the National Institute of Health, Bethesda, Mary- 
land, to become a member of the Neurology Field 
Investigations Committee of the National Institute 
of Neurological Diseases and Blindness. The invi- 
tation, tendered by request of the Surgeon Gen- 
eral of the United States, covers a four-year term 
which began October Ist, to serve as a consultant 
to the Public Health Service for the program of field 
investigaticns and pilot projects administered by the 
National Institute of NDB. 


Dr. James R. Cash, 

Walter Reed Professor of Pathology at the Uni- 
versity of Virginia School of Medicine, has been 
appointed professor of pathology at the Basic Med- 
Karachi, Pakistan. He 
assumed his duties on Oct2ber 1st, and his appoint- 
ment is for two years. 

Dr. Cash 
University, after which he plans to resume his af- 
He is 
retiring as chairman of the department of pathology 
Dr. David E. 


ical Science Institute in 


wi.l be on leave of absence from the 


filiation with the department of pathology. 


after twenty-seven years of service. 


Smith will succeed him as chairman. 


Program on Surgical Specialties. 

The Faculty of the University of Virginia School 
of Medicine cordia!ly invites you to spend a day at 
the Medical Center in Charlottesville with the Staffs 
of the several Surgical Specialties. 

On November 14, beginning at 9:15 a.m. in the 
Medical School Auditorium, a program on “Surgery 
in the Aged” will be presented. Topics pertaining 
to the elderly patient such as evaluation for opera- 
tion, choice of anesthetic agent, diagnosis of acute 
abdominal disease, management of the arterioscle- 
rotic limb, urologic problems and trauma will be 
considered. This will be an informal 
question and answer period at the end of the morn- 


ing. 


followed by 


Luncheon is planned in Newcomb Hall, the new 
Student Activities Building. 

In the afterncon each of the surgical disciplines 
will conduct informal teaching clinics for small 
groups, covering a variety of topics differing from 
the theme of the morning program. It will be pos- 
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sible for each participant to attend two such clinics. 
In order that the clinics may be arranged to satisfy 
as many participants as possible, we would like for 
you to let us know, in the order of your preference, 
the clinics you would like to attend. The clinics to 
be presented are: Anesthesiology, Cardio-vascular 
Surgery, General Surgery, Gynecology, Neurological 
Surgery, Ophthalmology, Orthopedic Surgery, Oto- 
rhinolaryngology, Plastic Surgery, Thoracic Surgery 
and Urology. 

A detailed program will be mailed to those who 
indicate their interest in attending. 


News from Health Department 

Dr. J. D. Creger, a graduate of MCV and recently 
in private practice at St. Paul, Virginia, has assumed 
his duties as assistant to Dr. R. W. Jessee in the 
Dickenson-Russell-Wise District, following a period 
of inservice training. 

Dr. H. J. Rittner, recently in private practice at 
Mt. Holly, Virginia, has completed a period of in- 
service training and has been assigned to his duties 
as assistant to Dr. William Y. Garrett in the Nor- 
folk-Princess Anne-South Norfolk-Virginia Beach 
Health District. 

Dr. Stuart C. Nottingham has assumed the posi- 
tion as Director of the Clarke-Frederick-Loudoun- 
Winchester Health District following a preliminary 
period of inservice training. He succeeds Dr. A. L. 
Lindall who retired on July 1, 1958. 

Dr. Nottingham is a graduate of MCV and has 
recently completed two years’ service in the U. S. 
Public Health Service. 


Dr. Samuel H. Carter, 

Verona, has been named as physician for Mary 
Saldwin College, Staunton, succeeding Dr. Paxton 
Powers. He will continue his regular practice, giv- 


ing part time to the College. 


Announce Association. 

Drs. William Minor Deyerle and Virgil R. May, 
Jr., Richmond, announce the association of Dr. Ed- 
win W. Hakala, for the practice of orthopedic sur- 
gery. 

Dr. Wendell J. Pile, 
Warwick, addressed the Wythe Woman’s Club 


of Hampton at their September meeting. He spoke 
on Mental Health. 


Dr. Weir M. Tucker, 
Richmond, has been appointed as chairman of 


the newly created division of neurology of the Med- 


ical College of Virginia. 
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Dr. M. J. W. White, 

Luray, was speaker at the dedication of the Page 
Memorial Hospital on September 7th. His subject 
was Our Hospital of Today and Its Future. 


Medical Seminar. 

The Sixth Annual Medical Seminar of the Blue- 
field Sanitarium, Stevens Clinic, and Clinch Valley 
Clinic will be held at the Bluefield Country Club, 
Bluefield, November 12th. The following program 
will be presented: Early Ambulation Following 
Cataract Surgery by Dr. Fred D. White, Bluefield 
Sanitarium; Bile Stasis—The Common Denominator 
of Extrahepatic Biliary Tract Disease by Dr. Oscar 
M. Weaver, Jr.; Stevens Clinic; Little Strokes by 
Dr. William F. Hillier, Jr., Bluefield Sanitarium; 
Diagnosis and Treatment of Bleeding Disorders by 
Dr. John B. Graham, Professor of Pathology, Uni- 
versity of North Carolina; Ectopic Pregnancy by Dr. 
H. H. Ware, Ry ce Professor of Obstetrics and G\ ne- 
cology, Medical College of Virginia; and The Eye 
$ank’s Contribution to Ophthalmology by Dr. El- 
byrne G. Gill, Roanoke. 


All physicians are invited to attend this Seminar. 


Dr. Houston L. Bell 


Has been re-elected president of the Roanoke 
Unit of the American Cancer Society. 


Dr. Pitt Retires. 

After 44 years of service, Dr. Cullen Pitt has 
retired as University of Richmond physician. He 
will continue his association with the University 
as physician to the athletic association. Dr. Pitt is 
the last of the ‘‘old guard” to retire from the Uni- 
versity staff. 

Dr. Pitt 


his general practice, giving part-time service to the 


Langdon Moss, Richmond, will replace 
as University physician. He will continue 


ho« l 


Dr. William D. Dolan 
Has been elected president of the Arlington Unit 


of the American Cancer Society. 


Dr. Richard H. Cross, 


Concord, has been presented the Concord Ruritan 
Citizenship Award as the community’s outstanding 
citizen of 1958. 


For Sale. 
B3002A G. E. Vertical Fluoroscope, with 10 MA 
unit and XPT tube, type B-2 screen, 8 years old, 
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original owner, regular G. E. maintenance. Sold 
new $1,500.00. Price $650.00 F.O.B. Roanoke, Vir- 
ginia. Apply to #425, care the Monthly, 4205 Dover 
Road, Richmond 21, Virginia. (Adv.) 


Doctor’s Suite Available. 

Crestview Shopping Center in Richmond. May 
share secretarial help and waiting room with dentist 
in adjoining suite. Phone ATlantic 8-2388, Rich- 
mond, Virginia. (Adv.) 


Obituaries .... 


Dr. Thomas Edgar Painter, 


A member of the Staff of Saint Albans Psychiatric 
Hospital, Radford, died September 21st. He was 
forty-five years of age and a graduate of the Medical 
College of Virginia in 1931. During World War 
II, Dr. Painter served as a lieutenant colonel in the 
Air Force. Before coming to Radford, he served on 
the staffs of Eastern State Hospital and Westbrook 
Sanatorium in Richmond. He had been associated 
with Saint Albans since 1947. Dr. Painter had been 
a member of The Medical Society of Virginia for 
twenty-seven years. 

His wife and a daughter survive him. 


Dr. Poindexter. 


Dr. Frank Wilmore Poindexter died of a heart attack 
in his favorite habitat on the Golf Course at the James 
River Country Club on July 4, 1958. The end came sud- 
denly, but quietly on the first green while he was enjoying 
a game of golf with his friends. 

Dr. Poindexter was seventy years of age and was born 
and raised in Bedford County, Virginia. He went to 
Lynchburg College and later to the Medical College of 
Virginia where he graduated in 1913. He was in general 
practice for a short time and then went to New York 
where he took post-graduate special training at the Post 
Graduate Hospital. 

He came to Newport News in 1917 and was associated 
with the late Dr. John W. C. Jones for several years in 
the practice of his specialty. He and his associates con- 
ceived and built the Medical Arts Building where he has 
had his office since 1930. 

We are indebted to him for his part in founding the 
Virginia State Ophthalmological and Otolaryngological So- 
ciety as he was one of the Charter Members. 

Dr. Poindexter was a board member of the American 
Ophthalmological and Otolaryngological Society. Also he 
was a member of the American College of Surgeons for 
many years. He was also an active member of the Tide- 
water Ophthalmological and Otolaryngological Society. 
In addition, of course, he was a member of all the local 
medical societies and the active staff of both the River- 
side Hospital and the Mary Immaculate Hospital. He also 
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House Physician Wanted 
For 150 bed general hospital located in delightful 


area of Virginia. Congenial staff, excellent general 
practice residency, excellent salary, full maintenance, 


fringe benefits. Full particulars first letter. Per- 


sonal interview mandatory. Apply to #525, care the 
Monthly, 4205 Dover Road, Richmond 21, Virginia. 
( Adv.) 


consulted at times in the Dixie Hospital and the Whitaker 
Memorial Hospital. 

Dr. Poindexter worked long and hard at his specialty. 
He enjoyed a large practice and his devoted patients will 
long remember him for his patient, honest, conscientious 
and efficient care. Also his many associates in the Medical 
Profession will remember him as a serious, ethical physi- 
cian whose genteel character has never been questioned. 
We lose a fine friend and colleague and his patients lose 
an understanding, devoted practitioner. 

THEREFORE Be Ir RESOLVED by the Newport News Medi- 
cal Society that we extend to the bereaved family our 
deepest sympathy for their great loss and to assure them 
that the community and his friends and colleagues are 
deeply grieved because of his passing. 

Be Ir FurtHer Resotvep that resolutions be written 
into the minutes of the Society and that copies be sent to 
the family and the Virginia Medical Monthly. 


Dr. McCaffrey. 


The members of the Arlington County Medical Society 
are grieved at the passing of our friend and fellow physi- 
cian, Dr. Charles Francis McCaffrey, Jr., and wish to 
express to the members of his family our deepest sympathy. 

Dr. McCaffrey died June 25, 1958, at Arlington Hos- 
pital of a heart ailment at 51 years of age. He was born 
in Sommerville, Massachusetts, and was a graduate of 
Phillips Exeter Academy, Harvard University and 
Georgetown Medical School. During World War II he 
served aboard the Carriers Yorktown and Enterprise and 
was a survivor of the sinking of the Wasp. At the time of 
his retirement from the Navy in 1951, because of his health, 
he held the rank of Commander. Following this he lived 
in Arlington where he was Assistant Public Health Di- 
rector, and had done much to improve the relationship 
between the Department of Public Health and the members 
of the Arlington County Medical Society with his winning 
personality. 

We count it a high privilege to have been with him, to 
have worked with him as a fellow physician and to have 
known him as a true friend. 

THEREFORE, Be It Resotven by the Arlington County 
Medical Society that we extend to the bereaved family 
our deepest sympathy. 

Be It FurTHER RESOLVED that a copy of these resolutions 
be tended Mrs. McCaffrey and that they become a part 
of the minutes of the Arlington County Medical Society. 
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when psychic 


Symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 
In everyday office practice as weil as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 
Dartal promotes emotional balance 

Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 

Dartal is unusually safe 

At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 

Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 


*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 


VoLuME 85, NOVEMBER, 1958 


\\ 

\\\ 

49 


413-21 Sruart CiRcLE 
RICHMOND, VIRGINIA 


FraANK M. BLanton, M.D. 
Joun W. M.D. 


Obstetrics and Gynecology: Oral Surgery: 


Spotswoop Rosins, M.D. 
Davip C. Forrest, M.D. 


Orthopedics: 
SEVERLEY B, M.D. 


Hetu Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


Medicine: Surgery: 
MANFReD CALL, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris Pinckney, M.D. CuHarLes R. Rostns, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. RicHarp A. Micnaux, M.D. 
WynpHaM B. BLantTon, Jr, M.D. CARRINGTON WILLIAMS, Jr., M.D. 


Urological Surgery: 
FRANK Pote, M.D. 


Wma. Durwoop Succes, M.D. Guy R. Harrison, D.D.S. 
Plastic Surgery: 
Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 
Frep M. Hopces, M.D. 


James B. Darton, Jr., M.D. L. O. Sneap, M.D. 
Pediatrics: Hunter B. FriscuKorn, Jr., M.D. 
CuHartes P, Mancum, M.D. WittraM C. Barr, M.D. 


Epwarp G. Davis, Jr., M.D. Pathology: 
Ophthalmology, Otolaryngology: James B. Roserts, M.D. 
W. L. Mason, M.D. Physiotherapy: 
Anesthesiology: Miss ETHELEEN DALTON 
B. Moncure, M.D. Director: 


Cuartes C. Houcu 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 


Richmond, Virginia 


General Medicine General Surgery 


HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. 
MARGARET NOLTING, M.D. JOHN H. REED, JR., M.D. 

JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE, JR., M.D. 
WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. 
JOHN B. CATLETT, M.D. 

ROBERT W. BEDINGER, M.D. Dental Surgery 


JOHN BELL WILLIAMS, D.D.S. 
Orthopedic Surgery 


JAMES T. TUCKER, M.D. Urology 

BEVERLEY B. CLARY, M.D. AUSTIN I. DODSON, M.D. 

EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. 

JAMES B. DALTON, JR., M.D. AUSTIN IL. DODSON, JR., M.D. 
Ophthalmology, Otolaryngology Pediatrics 

FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


Free Parking for Patrons 


Obstetrics 


W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 


GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 


JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D. 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsrey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 


Austin I. Dopson, Jr., M.D. ELMER S. Ropertson, M.D. 
Urology James T. GiaAnoutis, M.D. Internal Medicine 


General Surge d Gy logy 
J. Epwarp Hirt, M.D. T. E. Stanvey, M.D. 


Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcoho! habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


Wma. Ray GriFFIn, JRr., M.D. Mark A. Grirrin, Sr., M.D. 
Ropert A. GriFFIn, Jr., M.D. Mark A. GriFFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 


Out-Patient Clinic 
THE And Hospital For Rehabilitation Of 


KEELEY ALCOHOLIC 


A. F. Fortune, MD: Medical Director : 
INSTITUTE Ben F. Fortune, MD: Associate Medical Director _ 
447 W. Washington St. R. H. Dovenmuehle, MD: Consultant in Psychiatry 


MORTH CAROLINA 


The ... FOR EXCEPTIONAL The State Board of Medical 


CHILDREN 


Thompson Year round private Examiners of Virginia 


; home and school owl The next meeting of the Virginia Board of 
Homestead infants, children and Medical Examiners will be held in the Rich- 
- adults on pleasant 250 mond Hotel, Richmond, Virginia, December 3, 
School acre farm near Char- 1958. The examinations will be held in the same 
lottesville hotel December 4-6, 1958, inclusive. All applica- 

tions and other documents pertaining to the 

Write for booklet. examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 

Mrs. J. Bascom Tuompson, Principal office on or before November 10, 1958. The Sec- 


retary of the Board is Dr. K. D. Graves, 631 
FREE UNION VIRGINIA First Street, S. W., Roanoke, Virginia. 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 


anatorium ‘ 


Staf PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D., Associate 
CHARLES A. PEACHEE, JR., M.S., Clinical 


ogist 


addiction. 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS 
Dr. GEORGE S. FULTZ, JR. 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


Dr. ROBERT K. WILLIAMS 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient. 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—-Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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@ “Understanding Care” @ 


* Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


ones Each Guest Under Care of His Own Doctor. — 
24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- 


baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-271] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Write or Phone 


Bernard Manion, Adm. TERRACE HILL NURSING HOME Vs 


@ Kidde ATMO Fire Detection System Equippede 


SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


2 
STAFF 
James P. King, M.D., Director 


James K. Morrow, M.D. Clara K. Dickinson, M.D. James L. Chitwood, M.D. 
Thomas E. Painter, M.D Daniel D. Chiles, M.D. Medical Consultant 


Clinical Psychology: AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 
oe RS David M. Wayne, M.D. Beckley, W. Va. 
Don Phillips, Administrator W. E. Wilkinson, M.D. 
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Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


- 
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MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 


$40.00 to $75.00 per week 
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Exery Virginia Doctor Should 
Hane These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By B. BLantTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


STAFF 
Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 


RESIDENT STAFF 
Dr. D. K. Harmon 

Dr. P. J. Starr 

Dr. J. R. Van Arsdall 
Dr. C. B. Foster 


Doris L. Janes, B. S., O. D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 

For further information, address 
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in 
Richmond 


Member Federal Deposit Insurance Corp. 


At All 


DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


‘SAFE SERVICE DRUG STORES 
Prescription Specialists 
Lynchburg, Va. Martinsville, Va. 


Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 


Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 
through vomiting 


or diarrhea— 


e j 
Valentine’s 
MEAT EXTRACT 


Convalescence 
4 


Adolescence 
oe,” » 


stimulates the appetite, 


increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 


extra-dietary vitamin By, 
protective quantities of 

*, potassium, in a palatable and 
«, readily assimilated form. 
Debilirating 

gastrointestinal 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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PROFESSIONAL 
PERSONAL 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 

LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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THE THINGS 
WORTH KEEPING 


Families get together 
every year and give 
thanks. It’s an American 
custom we all love—from 
grandma and grandpa 
down to the little girl who 
sits up high at the table 
on a dictionary. 


Family life is such a pre- 
cious part of peace. But 
like so many things we 
give thanks for, peace 
doesn’t come easy. Peace 
costs money. 


Money for strength to 
keep the peace. Money 
for science and education 
to help make peace last- 
ing. And money saved by 
individuals. 


Your Savings Bonds, as 
a direct investment in 
your country, make youa 
Partner in strengthening 
America’s Peace Power. 


The Bonds you buy will 
earn money for you. But 
the most important thing 
they earn is peace. They 
help us keep the things 
worth keeping. 


Think it over. Are you 
buying as many Bonds 
as you might? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks, 
for their patriotic donation, The Advertising Council and this magazine. 
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Improve appetite and energy 
with ample amounts of vitamins—B,, B,, Be. 


strengthen bodies with needed protein 
Through the action of |-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the. well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


delicious 
cherry flavor— 
no unpleasant 
aftertaste 


Average dosage is 1 teaspoonfu! o 


Each teaspoonfu! (5 cc.) contains 
1-Lysine HC! 
Vitamin Bi2 


Pyridoxine HCI (B«) 


Ferric Pyrophosphate (Soluble) .. 


tron (as Ferric Pyrophosphate) 
Sorbitol 


SYRUP 


Available in botties of 4 and 16 fi. oz. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


*Reg. U. S. Pat. Off. 
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PERFORMANC 
GREATER PERMANENC 
IN THE MANAGEMENT 
| OF DERMATOSES. 
(Regardless of 


NEW! TARCORTIN LOTION - . Welsh, A. L., and Ede, M.: J.A.M.A. 166:158, 1958. 


excelient for lesions of head and hands - Bleiberg, J.: J.M. Soc. New Jersey 53:37, 1956. 
. Abrams, B. P., and Shaw, C.: Clin. Med. 3:839, 1956, 


SUPPLIED: lastic squeeze bottles, Me 
P % . Bleiberg, J.: Am. Practitioner #:1404, 1957. 
. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 
REED 4 CARNRICK | sorsey City 6, New Jersey 


- 


For Real Poin relief: 


200 mg. (3 grains 
Phenacetin 150 mg. 1 or 2 tablets. 


Caffeine 30 mg. (1/2 grain) 
Demerol hydrochloride... 30 mg. (1/2 grain) Narcotic blank required. 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), | 
trademark reg. U.S. Pat. Off. 
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§ prompt, aggressive 
antibiotic action 

na reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./ 100,000 u. per cc.). 10 cc. dropper bottles, 


SQuiss S Squibb Quality — the Priceless Ingredient 


ano ‘wroostarmn ane equine 
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CHRONIC 


INFECTIOUS 
DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDAS 


STREPTORIMASE -STREPTODORWASE LEDERLES 
*Reg U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


Pear! River. New York 
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oil Cood Buy i in 
Dublic Relations 


+ Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


: Give your subscription order to a member of 
_ your local Medical Society Woman's Auxiliary, 
who can give you Special Reduced Rates. 


PRICES FOR REPRINTS 


of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size 5 sx7% ins. Type Page 3x5¥2 ins. 
Minimum Order 100 Copies 


100 250 500 

4 pp. $ 6.90 
8” 12.30 
18.05 
18.85 
— 21.75 


Extra for 
Covers 7.60 


ENVELOPES: 
Printed 4.60 
Blank 1.40 


1,000 
$ 7.60 $ 9.20 $11.25 
13.90 15.20 19.55 
20.60 23.10 29.45 
22.10 25.55 32.55 
27.35 31.05 37.95 


2,000 
$15.75 
27.05 
43.45 
46.45 
56.80 


8.75 12.05 14.40 21.75 


7.00 
3.20 


9.55 
5.05 


15.20 
9.55 


27.25 
19.00 


Prices F.O.B. Richmond, Va. Shipments will 
be sent postpaid if check sent with order. 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 


VircintaA MepicaL MontTHLy 


A 
‘ 4 
ad 
rag 
| 
— — 
2 
= Letterte) 


PREVENT 


both cause and fear 


ANGINA 
ATTACKS 
Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 


by Wallace Laboratories 


long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.””! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’? 


Miltrate js recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 


Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 
Dosage should be individualized. For clinical supply and literature, write Dept. 53-B 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N. J. 


mare 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . .. marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed... . We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa, 
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ANY INDICATION FOR DIURESIS IS AN INDICATION MA \ FOR DIURIL 
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BLENDED SCOTCH WHISKEY, 86.8 PROOF. IMPORTED BY 


Always 
Good 
FRACTURED 
TIBIA? 4 


Generations of 
skill in the art 
of whisky making 
are reflected 

in the good taste 
of Johnnie Walker 
Scotch. Why not 
try some soon? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


BORN 1820 
... still going strong 


STREPTORINASE-STREPTOOORWASE LECERLE 


*Reg U.S. Pat. Off 


CANADA DRY CORPORATION, NEW YORK, N.Y. | LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
, Pearl River, New York 
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more potent and comprehensive 
treatment than salicylate alone 
... assured anti-inflammatory 
effect of low-dosage corticosteroid ' 

... additive antirheumatic action 

of corticosteroid plus salicylate 7-5 

brings rapid pain relief; 

aids restoration of function 

more easily manageable corticosteroid dosage 


.-. much less likelihood of 
treatment-interrupting side effects '~* 


Composition 

METICORTEN® (prednisone) _ 0.75 mg. 
Acetylsalicylic acid 325 mg. 
Aluminum hydroxide 75 meg. 
Ascorbic acid 20 mg. 


Packaging: Sicmacen ® Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A. 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, F.: 
Fed. Proc. 12:326, 1953. 5. Busse, 
’ E. A.: Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 

Complete information on the use of 
SIGMAGEN available on request. 


SCHERING CORPORATION «+ BLOOMFIELD. N. J. 
G-2-198 


J severe, acute or chronic, 
4 
4 
4 | 
; 


For dietary management of serum cholesterol... 


Mazola Corn 


...a natural food and the only readily avail- 
able vegetable oil made from golden corn 


...Tich in important unsaturated fatty acids, 


EASY AND PLEASANT 
TO ADMINISTER 


Mazola Corn Oil, a highly palat- 
able natural food, can easily be 
included as part of the everyday 
meals...simply and without seri- 
ously disturbing the patient’s 
usual eating habits. 


EFFECTIVE 


Extensive recent clinical findings 
now show that serum cholesterol 
levels tend to be lower when an 
adequate amount of Mazola Corn 
Oil is part of the daily meals... 
high levels are lowered ... normal 
levels remain normal. 


human body. 


2. The effect of different dietary fats on serum cholesterol 


levels. 


3. The nature of the active components in vegetable oils. 


4. Suggestions for practical diets. 


Prepared as a special service for Physicians by Corn Products Co. 


LATEST LITERATURE 


“Unsaturated Fats 
and Serum Cholesterol”’ 


A comprehensive review of recent research findings and 
current concepts. This book covers the following subjects. 
4. The occurrence and behavior of cholesterol in the 


contains 56% linoleic acid 


PREFERRED 
Nutrition authorities commonly 
recommend that from one-third 
to one-half of the total fat intake 
should be of the unsaturated type, 
whenever serum cholesterol con- 
trol is a problem. The high con- 
tent of important unsaturated 
fatty acids in Mazola, plus its 
other desirable characteristics, 
make it the oil of choice. 


UNMATCHED QUALITY 

A superlative cooking oil, a de- 
licious salad oil, clear, bland and 
odorless ...adequate amounts of 
Mazola can be eaten daily as a 
natural food in a wide variety of 
salad dressings as well as in 
cooked, fried and baked foods. 


Provides approximately : 


Calories ----"" 
Unsaturated Fe 


Name 


UL of WAZOLA (14 one 


Please use this coupon for ordering: ee 


Medical Department 
Corn Products Compan 
17 Battery Place, New York 4, N. Y. 


Please send me a free copy of your latest reference book, 
"Unsaturated Fats and Serum Cholesterol.” 


Address 


eee ee 


City. 


Zone. State 


Technical Pamphiet, "Facts about MAZOLA Corn Oil,” also available 

’ Provides technical information on chemical and physical properties 

Sp: Check here if you wish a copy of this pamphlet. Oo 
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diagnosis: hypertension, moderate to severe 


prescribed: Raup rote 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


ate’ lowering at-blodd pressure is imperative 


‘ 


WRaywolfia Serpentina's gradval tranquilizing and pro- 
longed hypotensive effect combines with faster-acting, 

more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 


Be 


hypotension. 
Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 


of side effects. 


Supplied: in bottles of 100 and 1000 tablets. each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 


standardized alkaloid of Veratrum Alba), or on prescription at 
leading pharmacies 


(ai) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 


e rarely constipates e cherry-flavored 
Each teaspoonful (5 cc.) contains: 


Hycodan® 
Dihydrocodeinone Bitartrate ......... 5 ae 
(Warning: May be habit-forming) 6.5 mg 
Homatropine Methylbromide ........ 1.5 mg. 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits oral prescription. 


Literature on request 
Indo ENDO LABORATORIES 
Richmond Hill 18, New York 
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Erythrocin 


STEARATE scanevens ROMYCIN STEARATE, ABBOTT) 


AFTER SIX YEARS, A SAFETY RECORD UNMATCHED IN 
SYSTEMIC ANTIBIOTIC THERAPY—PLUS REMARKABLE 
EFFECTIVENESS AGAINST THE COCCI 


Actually, after all this time, there has not been a single, serious reaction to 
ERYTHROCIN. Also, the problem of resistance has remained unusually low. 

You'll find ERYTHROCIN highly effective against most coccal organisms. 
And it may well be the tool to counteract coccal complications following 
viral attacks. 

Usual adult dose is 250 mg. four times daily. Dosage for children may be 
reduced in proportion to body weight. ERYTHROCIN comes in Filmtabs® (100 
and 250 mg.), bottles of 25 and 100. Also available in tasty, 
cinnamon-flavored oral suspension; comes in 75-cc. bottles. 


@ FILMTAB—FILM-SEALED TABLETS, ABBOTT; PAT. APPLIED FOR, 
© 1988, 1CAGO, 


SAFE FIRST 


IN ANTIBIOTIC THERAPY 


| 
| 
iz, j 
a 


if you were We 
in the rheumatoid arthritic’s shoes, 


Doctor... 


wouldn’t you want a steroid 
with a proved record 
of safety and success? 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 

by functional improvement and maintained on an uncomplicated, 

low-dosage regimen with minimal chance of side effects+ 

and without unexplained weight loss, anorexia, mus:le cramps 
as reported with certain other corticoids? 


*Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. ; abe 
SLM 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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MONODRAL 


TABLETS 
swrisecRETORY « ANTICHOLINERGIC SEDATIVE 


For unsurpassed results in PEPTIC ULCER 
prescribe Monodral with Mebaral in conjunction 
with 
@ PIONEER 
ALUMINUM 
HYDROXIDE GEL 


© Fast Acting Reactive Gel Creamalin liquid — 8 and 16 fl. oz. 
© Protective Coating Creamalin tablets — bottles of 50 and 200. 


: 
Organic Control 
£ 
Dependable 5 racidity and: 
permotility. Spasmolysis. Prompt and 
wicer, tablets eorfour 
times daily. er gastrointestinal dis- 
| orden three or four times daily. 
: gle. 


The American Way 


| is peace, prosperity, and goodwill to- 
ANKLE | ward our fellow man—to invest our 
time in educating and 
R INED learning; and our money 
SP A i in good citizens and fine 
institutions. 
Of | One of the finest institu- 
INUS one) tions of your State is Rich- 
§ mond Hotels Incorporated, 
| one that maintains the highest modern 
INFLAMED? hotel standards . . . one that combines 
: Hl the hospitality and charm of the old 


and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 


Richmond Hotels Incorporated 


For the 
Discriminating 
Eye Physician 

Depend on the Services of a 
Guild Optician 


ACCELERATE THE ‘ | 
RECOVERY Lynchburg, Virginia 


PROCESS WITH A. G. JEFFERSON 


*Reg. U.S. Pat. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


STREPTOKINASE-ST REPT ODORMASE 


Exclusively Optical 
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ACHROMYCIN:V 


fetracycline and Citric Acid Lederle 
A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
Acuromycin V. 


The reason for this decided preference 
is simple. 


For more than four years now, you and 
your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and, more recentl , 
Acuromycin V tetracycline and 

citric acid. 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 


significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
Acuromycin V—the choice of 


physicians in every field and specialty. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pear! River, New York 
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The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 


Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 


The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 


PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


antitussive—antibiotic - anesthetic —analgesic troches 


m@)o MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 


Dosage : Three to 5 troches daily for 8 to 5 days. 
Supplied: In vials of 12. 


PENTAZETS is a trademark of Merck & Co., Inc. + 
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“Premarin” with Meprobamate new 


potency 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


Also available os 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobameate 
in each tablet). 


AYERST LABORATORIES 


conivgoted estrogens (equine) 


use 


(borane of lidocaine") 


erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 


sies; tying superficial varicose veins; 


PAT. NO. 2.441.498 MADE INUSA 
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Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


New York 16, New York ° 


Meprobamate licensed under U.S. Pat. No. 2,724,720 


IN OFFICE SURGERY! 


XYLOCAINE?® uc! so_ution 
as a local or topical anesthetic 


Xylocaine is routinely fast, profound and well tol- 


pain-free exploration and longer suturing time. 


ASTRA PHARMACEUTICAL Propwcts, INC., WORCESTER 6, MASSACHUSETTS, U. S. A. 


+ warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


- 


No. 880, PMB-200 


bottles of 60 and 500. 


No. 881, PMB-400 
bottles of 60 and 500. 


Montreal, Canada 


ELECTIVE AND TRAUMATIC 
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Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references : 


1 gate x9- and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infecti with Sulf: h Tidazi New England J. Med. 


2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Lederte ) 
*Reg. U.S. Pat, Of. 
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4 
Sulfamethoxypyridazine Lederie 
Only 


How to 


FLAVORED 


ChildrenisSize 


The Best Tasting 
Aspirin you can prescribe. = 
The Flavor Remains Stable ae 

down to the last tablet. . 


25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Drug Inc. 
1450 Broadway, New York 18, N. Y. 
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The ideal cerebral tonic 
and stimulant for the aged. 


from confusion 


to a normal 


behavior pattern 


\ 


NICOZOL relieves mental confusion and ab- 
normal behavior patternsin yoursenile patients. 


NICOZOL therapy will enable your senile NICOZOL is supplied in cap- 


patients to live fuller, more useful lives. sule and elixir forms. Each 
capsule or % teaspoonful 
Mildy confused senile patients may be rehabil- contains: 


itated from public and private institutions and Pentylenetetrazol.....100 mg. 
Nicotinic Acid 

cared for in the home by sustained treatment 

with the NICOZOL 


1. Levy, S., 7.4.M.A.,153:1260,1953 
2. Thompson L., Procter, R.., 

North Carolina M. 7., 15:596,1954 
3. Thompson, L., Procter, R., 

Clin. Med. 3:325,1956 


Write for professional sample and literature 


RUG 
Specialties. 


inc. 


DRUG SPECIALTIES, INC. 


WINSTON-SALEM N.C. 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

Avciyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY «© Chattanooga 9, Tennessee 
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you, doctor” 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 


(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


COSA-TETRASTATIN’ COSA-TETRACYDIN® 


glucosamine-potentiated tetracycline with nystatin glucosamine-potentiated tetracycline — analgesic — 
antibacterial plus added protection against antihistamine compound 

monilial superinfection For relief of symptoms and malaise of the common 
CAPSULES (black and pink) 250 mg. Cosa-Tetracyn cold and prevention of secondary complications 


(with 250,000 u. nystatin) CAPSULES (black and orange) Each capsule contains: 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. « phenacetin 120 mg. « caffeine 
Tetracyn (with 125,000 u. nystatin), 2 oz. bottle 30 mg. * salicylamide 150 mg. « buclizine HCl 15 mg. 


Pfizer 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. 
Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75: 251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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‘Pavatrine 


125 mg. 


with Phenobarbital 


neurotropic action plus mild — 
central system sedation 


Abbott 


American Health 
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CAPSULES 
ANTICHOLINERGIC + ANTISECRETORY + ANTI-ENZYME + ANTACID 


Aluscop capsules, a unique preparation 
equally as effective as the liquid form, pro- 
vide rapid and prolonged relief of pain, dis- 
comfort and dysfunction in the management 
of peptic ulcer, hyperacidity, gastro-intestinal 
spasm or hyperirritability. 


Aluscop TREATS THE ENTIRE 
DYSPEPTIC SYNDROME 


* Methscopolamine nitrate —the 


most potent antisecretory agent—35 times 
that of atropine sulfate, inhibits gastricacid 
secretion and acts as a “medical splint” 
through its visceral antispasmodic action. 


Dihydroxy aluminum aminoac- 
etate and magnesium hydroxide 
—two of the most effective antacids—exert 
dual action without constipating effect. 


Sodium lauryl! sulfate—a pepsin in- 
activator—minimizes pepsin erosion and 
further destruction of tissue to hasten 
healing of lesions. 


Composition: 1 tablespoonful (15 cc.) of suspen- 
sion or 2 capsules contain: methscopolamine nitrate 
2.5 mg., dihydroxy aluminum aminoacetate 900 mg., 
magnesium hydroxide 75 mg., and sodium lauryl 
sulfate 40 mg. 

Dosage: 1 tablespoonful or 2 capsules after each 
meal and at bedtime, as required, 

Supplied: Bottles of 100 capsules and 12 oz. of 
suspension. 


Lloyd, Dabney & Westerfield, Inc. 


Cincinnati, Ohio 
Fine Pharmaceuticals Since 1894 
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etiology 


iG MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Ino, 
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CLINICAL BRIEFS FOR MODERN PRACTICE 


if your patient wears tinted glasses 
and sighs frequently...? 


She may have an anxiety state. The tinted glasses may ue worn as a shield 
against the world—and to relieve the photophobia resulting from pupillary dila- 
tation caused by anxiety-induced hyperadrenalism. The sighs may be a result of 
fatigue from emotional unrest. 


Source — Meyer, O. O.: Northwest Med. 53:1006, 1954 


4 findings from a recent study* 


y ® Ec | a, + 
Cc | mM at | V nostyn 


1. Anxiety and nervous tension appeared to be most dosage: 150-300 mg. (2 or 
ks benefited by NosTYN. 1 tablet) three or four times 
daily. supplied: NOSTYN tab- 


2. Seventy per cent of patients obtained some degree lets, 300 mg., scored. Bottles 


ow of relief. of 48 and 500 
yy 3. Greater inward security and serenity were experi- 
a enced and expressed. Bauer, H. G.; Seegers, W.; 


4. Mental depression did not develop in patients pre- Meu Meek 3. 
viously depressed by meprobamate or a similar drug. 58:520 (Feb. 15) 1958. 


YN MES COMPANY, INC + ELKHART, INDIANA : 


Ames Company of Canada, Ltd., Toronto 43368 
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nausea and vomiting 


—from virtually any cause 


e in pregnancy — pre- and postoperative states — 
gastroenteritis—alcoholism—cancer and chrenic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 


carry on normal activities and often experience an actual alerting effect. 


— for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 

—always cz in your b: 
NEW: Multiple dose vials, ; always carry one in your bag 
10 cc. (5 mg,/cc.) & 


Also available: 


Tablets, 5, 10 and 25 mg., in bottles of 50 and s00. 
Spansule* capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, 5 and 25 mg., in boxes of 6. 


Syrup, § mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. tor prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.B, 
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